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AND IMPROVED NUTRITION 


Ao to an eminent authority,! 
increased growth rates of children 
are largely attributable to improved nu- 
trition; also, ‘much evidence exists that 
current diets are often unsatisfactory.” 
The nutrients most commonly deficient 
in diets of children are protein, calcium, 
thiamine, riboflavin, and ascorbic acid. 
Ovaltine in milk—a palatable food sup- 
plement, readily accepted by children 
and easily digested—presentsan excellent 
means of helping to bring even grossly de- 
ficient diets to optimal nutritional levels. 
It provides a wealth of biologically 
THE WANDER COMPANY, 360 N. 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


adequate protein, easily emulsified fat, 
readily utilized carbohydrate, and es- 
sential vitamins and minerals. The addi- 
tion of three servings daily to the child’s 
diet, either at mealtime or between meals, 
assures nutrient intake in keeping with 
the dietary allowances of the National 
Research Council—an essential for pro- 
moting optimal growth rate. 

The nutrient contribution of three serv- 
ings of Ovaltine in milk is defined in the 
appended table. 

1. Jeans, P. C.: Feeding of Healthy Infants and 
Children, J. A M.A. 142:806 (Mar. 18) 1950. 

MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings daily of Ovaltine, each made of 
Ya oz. of Ovaltine and 8 oz. of whole milk,* provide: 
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her together... 


HERE’S A NEW APPROACH TO 
MILD SEDATION 


Try the new, better-tasting 


OR patients who periodically 


require sedation and for whom 

you have habitually prescribed, 
phenobarbital or bromides, here is a 
pleasant change of sedative—the new, 
improved Nemsutat Elixir. 

Consider these advantages: bright, 
sparkling color, pleasant spicy odor 
and much better taste than the old 
Elixir. Onset of action is prompt; 
duration can be brief or prolonged, 
depending on the dosage; there is 
usually no “hangover” and little 
tendency toward cumulative effect. 

Miscibility of the new Elixir is 
improved over that of the old, and 
compatibility is wider. The Elixir can 
be mixed with many commonly 
prescribed drugs, infant’s formula or 
whole milk, and will remain stable 
even when heated. Each teaspoonful 
(1 fi.dr.) represents 15 mg. (14 gr.) 
of NeMBUTAL Sodium, making it easy to 
administer small doses for mild effect. 

Short-acting NemBuTAL can 
provide any desired degree of cerebral 
depression—from mild sedation to 
deep hypnosis. In the complete 
NeEMBUTAL line are capsules, tablets, 
suppositories, elixirs, solutions and 
sterile powder for solutions. Oral, 
rectal and intravenous administration 
are simplified by conven- 
ient small-dosage sizes. 


NEMBUTAL 


(PENTOBARBITAL, ABBOTT) 
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LUMBOSACRAL 
SUPPORT 


An Orthopedic Surgeon* in 
writing on the treatment of 
lumbosacral disorders in his 

book Backache and Sciatic 
Neuritis states as follows:— 
“Every patient should be given 
prolonged conservative treat- 
ment before radical measures 
are considered. Non-operative 
treatment consists of recum- 
bency in bed, the application 
of support (adhesive strapping 
and belts of various types) and 
physical therapeutic measures. 
When backache at the lumbosacral 
junction is uncontrollable by such 
measures, a fusion operation is 


recommended.” 


The Camp Support (illustrated) is a practical, comfortable aid in lumbosacral disorders. 
The side lacing adjustment provides a steadying influence upon the pelvic girdle and the 
lumbosacral articulation. Stainless steel uprights help rest and support the lumbar spine. 
The garment is easily removed for physical therapeutic treatments. 

*Philip Lewin, M.D., F.A.C.S. 

Backache and Sciatic Neuritis, 

Chapter XXXIX, Page 580 

Published 1943 by Lea & Febiger, Philadelphia 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices at: 200 Madison Ave., New York; Merchandise Mart, Chicago; Windsor, Ont.; London, Eng. 
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PIONEER group of 70 medical students, 3rd and 4th 
A year leaders from some of the nation’s outstanding 
medical schools, have been selected for a special course in 
antibiotics covering recent research and clinical develop- 
ments. These young men and women are qualified to serve 
physicians in 36 major cities during their summer vacation 
and will make available reprints, abstracts, bibliographic 
research and other data as requested by members of the 
profession. 


At the same time they have the invaluable opportunity of 
acquainting themselves with current clinical practices of 
leading general practitioners, specialists, teaching institu- 
tions and other professional groups. 

This new Pfizer activity will supplement other Pfizer serv- 
ices such as the Antibiotics Newsletter, now being prepared 
and distributed semi-monthly by the Medical Service 
Department. 


CHAS. PFIZER & CO., INC., Brookiyn 6, New York 


i 
: 
| 
| 
| 
{ 
j 
f 
H 
4 
FRESNO 
ANTIBIOTIC DIVISION 
ig 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


For HIGH Pollen Levels— 
HIGH 
Antihistaminic Potency 


Neo-Antergan is characterized by high 
antihistaminic potency—and a high index 
of safety. It affords prompt, safe, sympto- 
matic relief to the allergic patient during 
distressing periods of high pollen levels. 


Neo-Antergan is available on prescription 
only, and is advertised exclusively to the 
medical profession. 


Available in coated tablets of 25 mg. and 50 mg. in 
bottles of 100, 500, and 1,000. 


The Physician’s Product 
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hay fever... 
Neo-Synephrine acts quickly to relieve the distress of hay fever, shrinks the engorged 
mucous membranes, checks ‘hypersecretion, permits free breathing and promotes comfort. 


excellent tolerance 
It is notable for relative freedom from compensatory congestion 
Bake lack of appreciable interference with ciliary acfion. 
Its effectiveness ‘is undiminished by repeated use—insuring topical relief throughout 
hay fever season. 


NASAL USE OPHTHALMIC USE 


%% solution (plain and aromatic), 1 oz. bottles; —  Ve% low surface tension, aqueous solution, isotonic 
1% solution, 1 oz. bottles; 2% water soluble ily, with tears, Y2 oz. bottles. 
oz. tubes. 


New 13, N. Y. WINDSOR, Ont. 
NEO-SYNEPHRINE, TRADEMARK REG. U. S. & CANADA. 
BRAND OF PHENYLEPHRINE 
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PAGE EVAPORATED MILK 


400 USP Units Vitamin D Added 


All along the production line, from the cow in the 
pasture to the grocery store, Page milk is doubly 
safeguarded against contamination. Page Evaporated 
Milk is produced on farms which are exclusively Page 
shippers, where we can keep close control over herd 
inspection, milking methods and equipment. Our min- 
imum standards are high. Cows must be clean, milk 
must be quickly cooled and kept at proper temperature. 
When milk is received at the plant, it is examined for 
freshness, a bacteria count is taken, the milk is concen- 
trated, canned and sterilized after sealing. 

Page Evaporated Milk is always superior quality, 
homogenized and vitamin D increased. You can re- 
commend it with confidence. 


—E PAGE MILK COMPA 
-COFFEYVILLE, KANSAS 
General Offices: Merrill, Wisconsin 
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ou may prescribe "RAMSES”f Vaginal Jelly 
with full confidence in its safety and 
effectiveness. No vaginal jelly available pro- 
vides a greater degree of spermicidal or barrier 
action than does 'RAMSES"' Vaginal Jelly. 


SPERM THE 
RECOGNIZED 

FOR CHEMICAL 
CONTRACEPTIVES 


e 
e 
e 
e 
e 
e 

e 
e 


SE This immobilization time is measured by the 
Brown and Gamble technique, the only method accepted 
by the Advisory Committee on Contraceptives of the 
Council on Pharmacy and Chemistry of the American 
Medical Association for determining the sperm immobili- 
zation time of chemical contraceptives. 
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Oxygen Therapy 
Regulators and Equipment 
Repair Service for 
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and Humidifiers 


Phone 6392 


It ls Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND ANESTHETIC GASES 


Nitrous Oxide 
Ethylene 
Carbon Dioxide 
‘Helium 
Oxygen 
Cyclopropane 


KANSAS OXYGEN 


HUTCHINSON, KANSAS Box 551 


Trumaid Hammocks 


and Stands 


FOR COMFORT, PLEASURE, RELAXATION! 


Complete comfort and safety. PORT- 
ABLE—EASY TO MOVE —fits into your 
car. EASY TO ASSEMBLE—no bolts, 
screws or tools. EASY TO DISAS- 
SEMBLE AND STORE. 

3 POINT STAND AND STRIPED 
HAMMOCK (illustrated) 

Non-tilt green metal stand. Soft, long 
wearing, woven fabric — semi-canvas. 
Bright colored alternate stripes of red, 
black, gold, green, blue and white. Ad- 
justable matching pillow. Bed size 40” 
x 80” exclusive of stringing and valance. 

ORDER TODAY 


PRICE 
COMPLETE $1 9. 80 DELIVERED 


Check or money order. No C.O.D.s, please. 
MONEY BACK GUARANTEE 


This amazing value cannot be duplicated 
anywhere 
HAMMOCKS OR STANDS AVAILABLE 
SEPARATELY 
Write for colored descriptive booklet showing 
many weaves and patterns available. 


REX SALES CO. 
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The “estrogen 


preferred by us 


‘Premarin,’ a mixture 


of conjugated estrogens, 
the principal one 


of which is 
In. treating the menopausal syndrome 
with “Premarin;’ Perloff* reports that 
pe “Ninety-five and eight tenths per cent 
estrone sulfate. —patients treated with 3.75 mg. 
less daily obtained complete relief 
of symptoms”; also, “General tonic 
Wanton, Gen) effects were noteworthy and the greatest 
Same percentage of patients who expressed 
clear-cut preferences for any drug 
designated ‘Premarin’” 
Thus, the sense of “well-being” 
usually imparted represents a “plus” in 
“Premarin” therapy which not only 
gratifies the patient but is conducive to 
a highly satisfactory patient-doctor 
relationship. 
Four potencies of “Premarin” 
permit flexibility of dosage: 2.5 mg., 
1.25 mg., 0.625 mg. and 0.3 mg. tablets; 


also in liquid form, 0.625 mg. in 
each 4cc. (1 teaspoonful). 
*Perloff, W. H.: Am. J. Obst. & Gynec. 58:694 (Oct.) 1949, 
“Premarin” contains estrone sulfate plus the sul- 
fates of equilin, equilenin, 8-estradiol, and f-dihy- 
droequilenin. Other a- and f-estrogenic “diols” are 


- also present in varying amounts as water-soluble 
conjugates. 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine) 


Ayerié McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y, 
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predictable 
control 
of 

hay fever 


Chlor-Trimeton Maleate, 


milligram for milligram the 


most potent antihistamine 
available, allows the physician 

to predict a definitive and 
favorable result in symptomatic 
control of hay fever. Often 
successful when others fail, and 
producing -few and minimal side 
effects, Chlor-Trimeton Maleate 
is a drug of choice 

for antihistamine therapy. 


hlor-Trimeto 


maleate tablet / 


(brand of chlorprophenpyridamine maleaté) 


Chlor-7rimeton Maleate is available 
in 4 mg. tablets. 


CORPORATION + BLOOMFIELD, N. J. 
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THE 
Lattimore-Fink Laboratories 


TOPEKA, KANSAS 


J. L, Lattimore, A.B., M.D., Director 
A. A. Fink, M.D., Pathologist 
A. C. Keith, B.S., Chemist 
H. C. Ebendorf, M.T., Serologist 
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HEMATOLOGY AND PARASITOLOGY 


Containers furnished upon request. 
OFFICES: 
Topeka, Kan. El Dorado, Kan. Sedalia, Mo. McAlester, Okla. 


THE MAJOR CLINIC ASSOCIATION 


3100 EUCLID AVENUE KANSAS CITY, MISSOURI 


A Well Beautiful 
Equipped Location 
Institution Large, 

f Well Shaded 

‘or the 
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Nervous and Spacious 
Mental Porches, 
Diseases and All Modern 
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Patients toa 
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Condition 
Elderly People Accepted — Special Rates 
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‘Ergotrate Maleate’ (Ergonovine Maleate, 

U.S.P., Litt ) sustains an uninterrupted uterine 
contraction long after delivery. The many damaged 
blood vessels at the placental site are therefore clamped, 
hemorrhage is checked, anemia is prevented. 


ERGOTRATE MALEATE 
(Ergonovine Maleate, U.S.P., LILLY ) 


Detailed information and literature on ERGOTRATE 
MALEATE are personally supplied by your Lilly medical 
service representative or may be obtained by writing to 
Eli Lilly and Company, Indianapolis 6, Indiana, U.S.A. 


Tablets 
gRGOTRATE 
1/320 
MALEATE... 
7” IND! ‘ 
Li 


j With the turn of the century LILLY SINCE 1876 


—advertising slogans were becoming as popular in business as framed sampler sentiments had been 

in the home. A few were so basically sound that they are still used a half century later. Among these 
— is the slogan “‘If It Bears a Red Lilly, It’s Right.”’ This slogan was first used in the late nineties when 

& q the reins of the family business were handed from the father to his son, Josiah Kirby Lilly. With new 
but sound concepts of distribution and a youthful vitality to match a vastly expanding American 
economy, he was well suited to the times. New markets were reached where medical needs had exceeded 
the available supply of quality pharmaceuticals. Only where a system of free enterprise prevailed could 
the opportunities have existed which made possible this ever-widening service to health. 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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Bone Marrow Biopsy as an Aid In The Diagnosis 


of Metastatic Malignancy” 
William R. Durkee, M. D., and Sloan J. Wilson, M. D. 


Manhattan, Kansas 


Bone marrow biopsy is extensively used as an aid 
in the diagnosis of blood dyscrasias, anemias, and 
primary malignancies of the bone marrow, and has 
also been found to be of limited value in the diag- 
nosis of metastatic malignancy. There are few re- 
ports in the recent literature of its use in the last 
connection. Sternal marrow puncture may be of 
definite value in confirming the diagnosis of meta- 
static malignancy, and in some cases may be instru- 
mental in making the diagnosis of carcinoma. 

The possibility of recognizing tumor cells in bone 
marrow aspirated from the sternum was first studied 
in 1936 by Rohr and Hegglin.1 They found tumor 
cells in 11 of 75 patients with neoplastic disease. 
Subsequently, as mentioned by Johnson and Run- 
dles,? other investigators have identified metastatic 
tumor cells in aspirated bone marrow. In a study of 
140. sternal punctures, Propp and Schwind> found 
secondary neoplastic diseases in 14 instances, the 
third most common lesion in their series, being ex- 
ceeded only by the various types of anemia and 
leukemia. Johnson and Rundles,? by carefully se- 
lecting the site for marrow aspiration, obtained posi- 
tive findings in 71 of 152 patients with various 
types of malignancy. They recommend that an 
aspiration biopsy be done as a diagnostic procedure 
for widespread malignant disease, especially when 
extensive surgery is being contemplated. In an ad- 
ditional publication Rundles and Johnson* dem- 
onstrated tumor cells by aspiration in the sternal 
or iliac bone in 17 of 30 patients with carcinoma 
of the prostate. 

When there are widespread metastases to bone 
marrow, there is frequently an anemia present, 
the so-called myelophthisic or leuco-erythroblastic 
anemia; but in some instances there is only evidence 
of bone destruction radiographically. Cases of throm- 
bocytopenic purpura’ and hemolytic anemia® have 
also been described. In a series of 100 cases of 


* From the ent of Internal Medicine, University of 


Kansas School of Medicine. 


Kansas City, Kansas 


malignant disease in which the sternal bone marrow 
was examined, Kreyberg and Poppe’ found meta- 
static cells in seven instances. Vaughan® described 
eight cases out of a total of 55 with a diagnosis of 
carcinoma as showing malignant cells in the bone 
marrow, an incidence of 14.5 per cent. However, 
since these were all examined post mortem, it is 
not surprising that such lesions were found more 
commonly. 

Briiggemann and Soestmeyer? performed 1,000 
sternal punctures on 100 cases of cancer (92 car- 
cinomas and eight sarcomas) , and found tumor cells 
in 25 instances. They observed three types of tumor 
cell colonies in the marrow: (1) large tumor cell 
colonies with little or no normal marrow tissue, 
(2) multiple small cell groups, and (3) diffuse 
disseminated individual tumor cells. Metastases to 
bone marrow have been reported with many differ- 
ent types of carcinoma, including breast,®: 7: 1° 
prostate,*» 7. 8 stomach,>» 7 colon,>> lung,® and 
duodenum (?).8 

Within the past five years, there have been 11 
instances of metastatic malignancy found on sternal 
bone marrow examinations made at this hospital. 
The biopsies were done by the aspiration technique. 
Five of these were done because of the finding of 
an undiagnosed anemia and two were done because 
of the presence of destructive bone lesions. Four 
had both an anemia and bone destruction, but the 
marrow examinations were done primarily for diag- 
nosis of the type of anemia. The final diagnoses 
of the malignancies found were as follows: 


Carcinoma of the stomach 


Carcinoma of the breast (proven) 
(probable ) 


Probable carcinoma of the prostate 
Probable carcinoma of the lung 
Melanosarcoma 

Cancers of undetermined origin 


. 
, 
/ 
i 
Ne 
j 
: 


362 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Although in only one instance, that of the melano- 
sarcoma, was the type of malignancy definitely diag- 
nosable by marrow biopsy, in six others it gave 
histological proof of the presence of some type of 
malignancy before the neoplasm had been definitely 
diagnosed by other procedures. In two of the in- 
stances of carcinoma of the stomach, cells with 
vacuolated cytoplasm, indicating a secretory func- 
tion, were found, pointing to the correct diagnosis. 

Report of Cases 

Case 1. E. C, a 64-year-old white female, had a 
left mastectomy for adenocarcinoma of the breast in 
the summer of 1945, followed by extensive x-ray 
therapy to the site of operation and later to bone 
metastases. In April, 1946, following a fracture of 
the pubis, roentgen examination showed metastases 
to ribs, right clavicle, and right radius. Blood study 
showed 1,840,000 red blood cells; 7.5 grams hemo- 
globin; 4.8 per cent reticulocytes; 2,200 white blood 
cells with 62 per cent neutrophiles, two per cent 
basophiles, 21 per cent lymphocytes, and 10 per cent 
monocytes; and 132,000 platelets. Because of the 
anemia, a bone marrow aspiration biopsy was done, 
revealing replacement of the marrow with metastatic 
carcinomatous cells (Figure 1). The patient became 
progressively weaker, and death occurred on August 
24, 1946. Autopsy showed extensive metastatic car- 
cinoma in the liver, spleen, bone, pleura, and ab- 
dominal lymph nodes. 


Comment. Bone marrow examination was done 
in this case to differentiate between an anemia due 
to depression of the bone marrow by x-ray therapy 
and one due to carcinomatous invasion. The anemia 
was due to metastatic lesions. 

Case 2. E. D., a 65-year-old white female, was 
admitted on January 26, 1948, with pain in the 


back, shoulders, and hips which had begun one year 
previously. X-rays had shown areas of destruction 
in the skull, cervical and dorsal spine, both scapulae, 
and the pelvis. She had received considerable roent- 
gen therapy without a definite diagnosis having 
been made. X-ray of the chest at the time of ad- 
mission showed areas of infiltration in the upper 
and lower lobes of the right lung. Blood study 
showed 3,370,000 red blood cells; 9.4 grams hemo- 
globin; 8,600 white blood cells with 86 per cent 
neutrophiles, six per cent lymphocytes, and six per 
cent monocytes. Sternal marrow aspiration biopsy 
showed large cells with deeply staining cytoplasm 
entirely foreign to normal marrow, considered to be 
metastatic malignant cells, the origin indeterminate. 
Further studies failed to elucidate the site of the 
primary neoplasm, and the patient was given more 
roentgen therapy to bone. She was dismissed on 
February 9, 1948, and died at home a few months 
later. Permission for a post mortem examination 
was not obtained. 


Comment. Bone marrow examination was also 
done in this case to determine if the previous x-ray 
therapy had caused the anemia. The anemia was 
caused by replacement of marrow tissue by malig- 
nant cells. 


Case 3. G. F., a 51-year-old white male, was ad- 
mitted on April 1, 1948, with painless hematuria 
for one month, and anorexia with 30 pounds weight 
loss in four months. Examination showed cachexia, 
generalized abdominal tenderness, and an enlarged 
liver. Chest roentgenogram showed enlarged peri- 
tracheal nodes on the right with a hilar mass on the 
left. Blood study showed 1,210,000 red blood cells; 
15 per cent reticulocytes; 4.2 grams hemoglobin; 
6,100 white blood cells with 64 per cent neutro- 


_ Figure 1. Case 1, E. C. Bone marrow aspiration biopsy age 
ing a group of metastatic cells from an adenocarcinoma of th 


Figure 2. Case 3, G. F. Bone marrow iration biops: 
showing a group cells from an carcinom. 
of the stomach (X 440). 
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philes, one per cent basophiles, two per cent eosin- 
ophiles, 14 per cent lymphocytes, two per cent 
monocytes, 10 per cent metamyelocytes, and seven 
per cent myelocytes; and 32,000 platelets. Sternal 
marrow aspiration biopsy showed the marrow to be 
entirely replaced by malignant cells with vacuolated 
cytoplasm indicating cells of a secretory type, an 
occasional cell almost approaching the signet type 
(Figure 2). His hospital course was rapidly down- 
hill with death occurring on April 8, 1948. Autopsy 
showed an anaplastic infiltrating carcinoma of the 
stomach with metastases to lungs, liver, bone mar- 
row, and lymph nodes in the abdomen: and hilar 
region. 

Comment. The bone marrow examination estab- 
lished the diagnosis of malignancy in this case, and 
the cell type pointed to an adenocarcinoma. The 
final diagnosis at autposy was carcinoma of the 
stomach. The hematuria was probably due to the 
thrombocytopenia. 

Case 4. V. J., a 41-year-old white female, was 
admitted to another hospital on November 26, 
1948, with complaints of weakness for three months, 
pain in the lower back for two months, diplopia 
on looking to the left for one month, and epistaxis 
for three weeks. She had noted a lump in the right 
breast one year previously. Examination showed a 
large mass in the upper outer quadrant of the right 
breast, fixed to the underlying bone. Right axillary 
nodes were present. Blood study showed 2,360,000 
red blood cells; 6.6 grams hemoglobin; 7,300 white 
blood cells with 65 per cent neutrophiles and 35 per 
cent lymphocytes; and 35,000 platelets. Sternal mar- 
row aspiration biopsy showed aggregates of cells 
foreign to normal marrow with varying sized nuclei. 
These cells were considered to be metastatic from a 
malignancy of unknown type. The patient received 
x-ray therapy to the right breast and pelvis with 
little improvement. 


Comment. The bone marrow was examined be- 
cause of the anemia and thrombocytopenia, and 
confirmed the diagnosis of metastases from the 
malignancy in the right breast. 


Case 5.1! B. J., a 38-year-old white female, was 
admitted March 25, 1949, with pain low in the 
chest bilaterally and in the thoracic region of the 
back for five weeks, fever, and a dry cough. She 
had had recurrent epigastric distress relieved by 
eating for the previous three years, and a barium 
meal in the summer of 1948 had shown a peptic 
ulcer. It is not known whether it was in the 
stomach or duodenum. With the present illness she 
had begun to vomit everything except milk, and 
vomited blood once. Examination showed marked 
dyspnea, generalized dullness and increased breath 
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sounds throughout both lungs, and an enlarged 
liver. X-ray of the chest showed extensive so‘t 
infiltration throughout both lung fields. Blood 
study showed 2,330,000 red blood cells; 5.4 per cent 
reticulocytes; 6.8 grams hemoglobin; and 21,800 
white blood cells with 34 per cent neutrophiles, 36 
per cent eosinophiles, nine per cent lymphocytes, two 
per cent monocytes, seven per cent metamyelocytes, 
nine per cent myelocytes, one per cent eosinophilic 
metamyelocytes, and two per cent eosinophilic 
myelocytes. Sternal marrow aspiration biopsy 
showed aggregates of cells foreign to marrow hav- 
ing the appearance of metastatic cells. The cyto- 
plasm was vacuolated indicating the cells were of 
a secretory nature (Figure 3). Death occurred on 
March 30, 1949. Post mortem examination showed 
a malignant ulcer of the stomach with metastases 
to both ovaries, abdominal lymph nodes, and the 
pancreas, and lymphatic spread in both lungs. 


Comment. Bone marrow examination made the 
diagnosis of carcinoma whereas eosinophilic granu- 
loma of the lungs had been considered previously. 
Again the vacuolated cytoplasm of the metastatic 
cells indicated an adenocarcinoma. The final diag- 
nosis at autopsy was adenocarcinoma of the stomach. 


Case 6. H. S. a 57-year-old white male, was 
admitted on November 29, 1949, with weakness, 
anorexia, and dyspnea. For 29 years he had had 
epigastric discomfort and pain relieved by food, but 
he began to have nausea and vomiting in April, 
1949. In August, 1949, he was operated with an 
incision made in the pylorus and no pathology 
noted. In September, 1949, a gastroenterostomy 
was done but he continued to get worse. Examina- 
tion showed cachexia, a right supraclavicular node, 
and a hard, movable, lobulated mass in the epi- 


5, B. J. Bone marrow aspiration biopsy 
showing a ip of metastatic cells from an inoma of 
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gastrium. Barium meal was done with difficulty; 
it showed a gastroenterostomy and probably an in- 
trins'c lesion involving the stomach distal to the 
poin: of anastomosis. X-ray of the chest showed a 
lymphatic dissemination throughout both lungs, 
probably from a malignant process. Blood study 
showed 3,280,000 red blood cells; 4.6 per cent reti- 
culocytes; 7.4 grams hemoglobin; and 8850 white 
blood cells with 57 per cent neutrophiles, two per 
cent basophiles, 26 per cent lymphocytes, six per cent 
monocytes, two per cent metamyelocytes, and seven 
per cent myelocytes. Sternal marrow aspiration 
biopsy showed entire replacement with cells of a 
malignant type, entirely foreign to normal marrow. 
Biopsy of the supraclavicular node showed ana- 
plastic carcinoma with a tendency to arrangement in 
an alveolar pattern. Death occurred on December 
10, 1949, and autopsy was not permitted. 


Comment. The origin of the carcinoma was 
probably stomach although the gastroenterostomy 
prevented adequate visualization by barium examin- 
ation. 


Case 7. L. P., an 84-year-old white male, was 
admitted on March 22, 1950; with weakness and 
dyspnea for two years, and an anemia discovered 
two months previously. Examination showed grade 
two enlargement of the prostate with a hard inferior 
lateral lobe. Blood study showed 2,030,000 red 
blood cells; two per cents reticulocytes; 7.2 grams 
hemoglobin; 3950 white blood cells with 45 per cent 
neutrophiles, two per cent eosinophiles, 43 per cent 
lymphocytes, and 10 per cent monocytes; and 
140,000 platelets. Sternal marrow aspiration biopsy 
showed large areas of small cells with considerable 
cytoplasm and pyknotic nuclei, entirely foreign to 
normal marrow, and thought to be malignant. 


Fi 4. Case 9, W. T. Bone marrow aspiration bio 


With this finding, complete x-ray examinations 
were done without finding a primary source. Be- 
cause of the prostatic nodule, a transurethral resec- 
tion of the prostate and an orchiectomy were per- 
formed, but the pathological examination of the 
prostatic tissue showed only adenomyomatous 
hyperplasia. 

Comment. The source of malignancy was not 
found despite complete clinical examinations, but 
the bone marrow study established the type of 
anemia. 


Case 8. R. R, a 48-year-old white male, had 
noticed scintillating scotomata in 1948, a melano- 
sarcoma of the left eye was found, and this eye was 
enucleated. He was well until July, 1950, when 
he developed back pain and anemia. Metastatic 
destruction was found by x-ray in the lumbar spine, 
and masses were found in the anterior mediastinum. 
A sternal marrow aspiration biopsy in August, 1950, 
was grossly black and microscopically showed neo- 
plastic cells, many of which contained melanin. 
Melanuria had been present since August, 1950, 
and he was admitted to the hospital December 23, 
1950, with cardiac decompensation. Blood study 
showed 3,400,000 red blood cells; 4.4 per cent reticu- 
locytes; 9.5 grams hemoglobin; 8900 white blood 
cells with 76 per cent neutrophiles, one per cent 
eosinophiles, one per cent basophiles, 12 per cent 
lymphocytes, eight per cent monocytes, One per cent 

etamyelocytes, and one per cent myelocytes; and 
220,000 platelets. Course was rapidly downhill 
with death on January 12, 1951. 


Comment. Melanosarcoma had already been 
proved in this case, but the sternal marrow biopsy 
afforded confirmation of the cause of the anemia 
and areas of bone destruction. 


Figure 5. Case 9, W. T. Bone marrow aspiration biopsy 


(X 440). 
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Case 9. W. T., a 62-year-old white female, was 
admitted on September 14, 1950, with pain in the 
left shoulder and arm for nine months. She had had 
a salpingectomy for some type of tumor in 1915, a 
right simple mastectomy in 1931, and a left simple 


mastectomy in 1941. No malignancy was reported — 


on either of the latter two operations. Examina- 
tion was essentially negative. Roentgenograms 
showed destruction in the left clavicle, several ribs, 
pelvis, both femurs, and skull. Gastro-intestinal 
x-rays and pyelograms were negative. Blood study 
showed 3,910,000 red blood cells; 11.2 grams hemo- 
globin; and 10,050 white blood cells with 73 per 
cent neutrophiles, 22 per cent lymphocytes, and five 
per cent monocytes. Sternal marrow aspiration 
biopsy revealed aggregates of large cells with 
abundant cytoplasm, considered to be malignant, 
scattered throughout the marrow tissue. (Figures 
4 and 5.) 

Comment. Marrow examination was done in an 
attempt to find the cause for the areas of bone 
destruction, and ruled out multiple myeloma. It 
is probable that the source of the malignancy was 
one of the breast lesions although it was not re- 
ported at the time of operation. 


Case 10. M. D., a 56-year-old white female, was 
admitted on. October 17, 1950, with loss of sensa- 
tion in the arms and legs followed by loss of muscle 
power. In July, 1950, the left side of her neck 
began to hurt, followed by aching in the shoulders 
and chest. Examination showed complete anes- 
thesia and paralysis below the fifth cervical segment. 
X-ray examination showed partial destruction of 
the fourth and fifth cervical bodies, and bony de- 
fects in the skull and both clavicles. Blood study 
showed 4,910,000 red blood cells; 13.0 grams hemo- 
globin; and 9950 white blood cells with 75 per cent 
neutrophiles, one per cent eosinophiles, 21 per cent 
lymphocytes, and three per cent monocytes. Sternal 
marrow aspiration biopsy showed clusters of malig- 
nant cells of unknown origin, entirely foreign to 
normal marrow (Figure 6). The patient was given 
roentgen therapy to the cervical area with some 
bone production, and she was able to walk for a 
short while. However, loss of motion recurred. 
Further studies to localize the primary lesion have 
been impossible because of the patient’s condition. 


Comment. Marrow examination made the diag- 
nosis in this case, and eliminated multiple myeloma, 
which had been strongly considered. 


Case 11. L.S., a 58-year-old white male, was ad- 
mitted on January 15, 1951, with repeated epis- 
taxis and an anemia since September, 1950, and a 
persistent cough, increasing fatigue, and anorexia 
since Auust, 1950. He had lost 35 pounds in that 
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time. He had had attacks of chest pain, diagnosed 
as myocardial infarctions, in July, 1946, and March, 
1949. Examination showed left supraclavicular 
lymphadenopathy, decreased resonance to dullness 
with diminished breath sounds in the entire left 
chest, hepatomegaly, and purpuric spots on both 
legs. X-ray of the chest showed opacities in- 
volving both the upper and lower portions of the 
left lung, having the appearance of atelectasis. 
There was breakdown in the inferior portion of 
the upper opacity. Gastro-intestinal studies and 
pyelograms were negative. Blood study showed 
1,820,000 red blood cells; 7.1 per cent reticulocytes; 
5.4 grams hemoglobin; 5800 white blood cells with 
58 per cent neutrophiles, one per cent eosinophiles, 
26 per cent lymphocytes, seven ‘per cent monocytes, 
three per cent metamyelocytes, and five per cent 
myelocytes; and 26,000 platelets. Sternal marrow 
aspiration biopsy showed the entire marrow infil- 
trated and replaced by cells of a malignant type, 
foreign to normal marrow. An occasional vacuole 
in the cytoplasm of these cells suggested a secretory 
nature of the cells of origin. 

Comment. The carcinoma in this case was 
thought to originate from the left lung, since no 
other primary site was found. 

Discussion 

During the five years covered by this study, we 
have become progressively more aware of the possi- 
bility of finding metastatic tumor cells by the 
marrow aspiration biopsy technique. Five of the 
11 biopsies revealing metastases were done in the 
last year. It is our feeling that any unexplained 
anemia in a patient in the age group in which 
malignancy may be found should have a bone 
marrow biopsy as a part of the diagnostic proce- 


Figure 6. Case 10, M. D. Bone marrow aspiration biopsy 
showin, - group of metastatic malignant cells, origin unknown 
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dures. A marrow biopsy should also be done in 
all. instances in which there are destructive bone 
lesions and the diagnosis is in doubt. The destruc- 
tive lesions in the bone in metastatic malignancy, 
as demonstrated by x-ray, often can not be differen- 
tiated from those of multiple myeloma, and the 
marrow aspiration biopsy is one of several diag- 
nostic means available to arrive at the correct diag- 
nosis. The biopsy need not be in a known area 
of destruction, as is shown by several of these cases. 
Im some instances, the marrow was almost com- 
pletely replaced by the malignant cells, while in 
other instances the metastatic cells occurred only 
in small isolated groups which required diligent 
search. Although the bone marrow findings did 
not alter the prognosis in any of these cases, as 
would be expected, they did serve to make the 
clinical management of the cases more intelligent. 


Summary 


Eleven cases of metastatic malignancy showing 
neoplastic cells on sternal marrow aspiration biopsy 
are reported, the primary sites being located in the 
breast, stomach, lung, and probably prostate, with 
one melanosarcoma. 

Bone marrow aspiration biopsy is advisable in 


individuals with anemia of unknown origin. 

Marrow biopsy is indicated in cases with multiple 
bone lesions in which multiple myeloma and metas- 
tatic malignancy must be differentiated. 

Aspiration biopsy of bone marrow is recom- 
mended as a diagnostic procedure for the presence 
of widespread malignant disease, particularly when 
extensive surgery is being contemplated. 
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A Clinical Report on the Relief of Headaches 


Non-Responsive to Analgesics 
Charles K. Shofstall, M.D.,* William H. Shofstall, M.D.** 


Kansas City, Kansas 


Some symptoms commonly encountered in med- 
ical practice appear on the surface to be of little 
consequence. Headaches can be included in this 
group of symptoms. First, most patients have the 
tendency to disregard them or to self-medicate with 
aspirin. However, when the severity or number is 
such to cause severe discomfort, the patient is fi- 
nally forced to seek medical attention. 

King! has observed that the percentage of suc- 
cessful therapeutic results in the treatment’ of severe 
headaches can be increased by using proper diag- 
nostic and therapeutic methods. He reported that 
many patients, when seeking medical relief for se- 
vere headaches, receive prescriptions for aspirin, 
codeine and other analgesics, without deriving any 
symptomatic relief. It is important to obtain a com- 
plete history and make a complete physical exam- 
ination and indicated laboratory tests so as to ar- 
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rive at a correct diagnosis. It is also necessary at 
the same time to relieve the patient of head pain 
whenever no causative factors can be found. Hence 
the problem revolves itself around the relief of the 
headache. It is this type of headache, with no ap- 
parent etiology, and resistant to analgesics, that we 
report on here. 


Method and Results 


The cases reported herein were headaches re- 
sistant to ordinary analgesics, and were all of the 
same pattern. The symptoms reported were typical 
of the vascular and tension type of headache, with 
no clinical observations suggestive of gross intra- 
cranial pathology. We employed an oral prepara- 
tion containing one mg. of ergotamine tartrate and 
100 mg. of caffeine (Cafergot*) to treat these 
headaches symptomatically. The 33 patients treated 
were of both sexes and ranged in age from 16 10 
59 years. 
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After taking a complete history and making a 
thorough physical examination to try to determine 
the etiological factors, Cafergot was prescribed in 
these cases. Instructions were that the drug should 
be taken at the first sign of an impending attack. 
The average effective dose was found to be two 
tablets with a few patients being able to abort their 
attacks with one tablet. Another group of patients 
was given a vagal inhibitor plus phenobarbital 
(one tablet) to be taken with the vasoconstrictor 
agent, Cafergot. 

Our experience confirms that of other investi- 
gators! 2» 3 that this medication must be taken at the 
first sign of attack in order to obtain optimum bene- 
fits. 

Most vascular headaches of the migraine type 
have some prodromal manifestation. Optimal thera- 
peutic results are obtained if the drug is taken at 
this stage. When the prodromal signs are absent, 
medication is most effective if taken at the incep- 
tion of the headache. Cafergot should not be taken 
t.id. or as a prophylactic in between attacks. For 
these reasons, each patient was given the following 
directions: 1. Take two tablets at first sign of at- 
tack. 2. If the attack continues take one additional 
tablet every half-hour until attack is terminated. 
3. Do not take more than six tablets for any single 
attack or more than 10 tablets in any one week. 
4. If attack develops more rapidly or is more severe 
than usual, take three or four tablets as early as 
possible. 5. If you notice any change in your symp- 
toms, report to your physician immediately. 

Twenty-eight patients (85 per cent) received 
relief from their headaches with this medication. 
If taken in adequate dosage and early in the attack, 
most patients can abort their headaches completely 
or markedly reduce the intensity of the headaches. 
Many of these patients complained of such addi- 
tional symptoms as dizziness, extreme nervousness 
and nausea. It was our impression that there was 
an underlying tension element in most of these 
headaches. We felt that a sedative such as pheno- 
barbital, together with a vagal or antispasmodic in- 
hibitor, could best alleviate these symptoms and the 
tension element. We relieved the nausea, dizziness, 
and nervousness with a combination of 1/260 gr. 
of levorotatory belladonna alkaloids and 34 gr. of 
phenobarbital per tablet. Kramer and Ingelfinger* 
found that these particular levorotatory alkaloids of 
belladonna (Bellafoline) were an excellent anti- 
spasmodic. Other investigators>» © 7 have obtained 
a reduction of the nausea and vomiting together 
with control of the headache by using the combina- 
tion of Bellafoline and Cafergot. 
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Summary 


This study indicates that patients complaining of 
headaches not controlled with ordinary analgesics 
can be greatly aided by the use of an ergotamine 
tartrate and caffeine combination, available - as 
Cafergot. Eighty-five per cent of the patients could 
abort their attacks when they took this medication 
at the prescribed time. Also, further benefit can be 
derived by the patients complaining of dizziness, 
nausea and nervousness by the addition of one tab- 
let of an antispasmodic plus phenobarbital (Bella- 
denal). Our findings confirm the work of other 
investigators! 2. 3. 5. 6. 7, 8. 9 who have found Cafer- 
got to be effective for the relief of the so-called 
vascular headache. We, however, referred to these 
vascular headaches as those unresponsive to anal- 
gesics. It is our opinion that further investigation 
may show that there are other factors in addition 
to the vascular components involved in this type of 
headache which is unresponsive to analgesics. 


Conclusions 


1. Relief in 85 per cent of headaches without 
unusual clinical findings, and unresponsive to anal- 
gesics, was obtained with Cafergot. 


2. Patients should be instructed to take medica- 
tion at first signs of attack. 


3. Complete history and physical examinations 
are essential. 


4. Sedative plus antispasmodic in addition to 
Cafergot aids in relieving tension and other symp- 
toms of a parasympathetic nature. 


5. Further investigation may reveal other factors 
besides the vascular components involved in these 
headaches resistant to analgesics. 
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Office Gynecology” 


John H. Moore, M.D.** 
Grand Forks, North Dakota 


When I selected the subject, “Office Gynecology,” 
to present to you, I did so after considerable elim- 
ination of many other attractive topics. A paper on 
hysterectomy or vaginal plastic surgery, to mention 
but two, might have furnished some very boring 
statistics and, possibly, a note or two on operative 
technique or even post-operative care which could be 
interesting; but either of these subjects would not 
be of major concern to most of us nor to the vast 
majority of our gynecologic patients. Let us not 
forget that it is only the occasional patient who re- 
quires gynecologic surgery when we consider the 
large number of women who consult us in our of- 
fices because of gynecologic complaints. I hope that 
I do not become too literal at this point. That is 
always a danger! But I do hope to bring out some 


aspects of gynecologic practice which are always 
with us and which, at least in my own practice, are” 


not infrequently troublesome. 

Several years ago I had my nurse list the six most 
common complaints among women coming to the 
gynecologic section of the clinic of which I am a 
member. This was a woman’s list, prepared by a 
woman who dealt with other women daily in a 
private gynecologic practice. The complaints were 
listed in the order of frequency and include: 1. head- 
ache and fatigue; 2. backache; 3. dysmenorrhea: 
4, bleeding; 5. symptoms of prolapse, and 6. pruritus, 
with or without leukorrhea. I have found no par- 
ticular reason to change the list. There may be some 
seasonal variation in it, but, essentially, it has not 
changed. 

The first thing such a list suggests is confusion! 
That is correct unless one begins, in an orderly man- 
ner, to take a careful history of the patient. It seems 
to me that the only way to get an intelligent .his- 
tory is to let the patient tell her story. After she has 
stated her complaints is time enough for me to start 
asking specific questions. Maybe much of what she 
says is irrelevant to you, but not to her, and if you 
listen carefully enough you may get a lead that will 
put you on the right track far sooner than if you 
attempted to direct the questioning and the an- 
swers. It pays to be a good listener! 

After the patient has told me all of her com- 
plaints, I find it a good idea to ask some questions 
on some specific subjects. The first of these con- 
cerns menstruation. I want to know the age at on- 
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set, the cycle, and the duration of the flow. One 
should set his own standards on what constitutes 
normalcy. This may vary with his type of practice 
and its location. I regard an onset between 12 and 
14 years, a cycle of 21 to 35 days, and a duration 
of flow of from three to seven days as normal. 


If dysmenorrhea is present, one wishes to know 
the time of its onset, in relation to the menstrual 
cycle, its duration, and whether or not bed rest is re- 
quired. If inter-menstrual bleeding is present, this 
should always be noted, as should the time of its 
appearance and the amount of the bleeding. I do 
not regard the passage of clots during menstruation 
with too much concern unless they are described 
as of hen’s egg size or larger. 

When one is dealing with a patient in the meno- 


} pause age group, one should note the age at which 


the menopause began and the date when the last 
uterine bleeding occurred, then go back, carefully, 
and search for two important events: 1. the appear- 
ance of “spotting” and 2. episodes of flooding. Most 
women will regard either of these events as “nor- 
mal” in “the change of life.” To me, they are ab- 
normal at any time. In the menopause age group, 
especially, no physician has a right to dismiss them 
as of no consequence until he has made certain as to 
their etiology. , 

If the gynecologic patient has been pregnant or 
has borne children, her obstetric history should be 
noted. It should include the number of children 
she has had, the number of abortions, and at least 
a record of any major obstetric complications such 
as the triad of infection, toxemia or hemorrhage. 
As one’s interest in gynecologic pathology grows, 
he will find himself paying more and more atten- 
tion to an antecedent history of dystocia or other 
obstetric pathology! Some of us have been for- 
tunate enough to have heard Doctor Calkins’ talk 
on the subject, “I haven’t been well since Mary was 
born.” I recommend it as “must” reading if one 
would obtain a concise picture of how obstetrics 
may effect gynecologic practice. 


And, finally, in taking the history of the gyn- 
ecologic patient, I want a listing of her previous 
illnesses, their sequelae, if any, and a careful record- 
ing of any previous operations she may have had. 


When one begins to inquire into the habits of 
the gynecologic patient he should possess a high 
degree of diplomacy coupled with the persistence 
of the F.B.I. Take the matter of food, for example. 
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You have all seen the fat girl or woman who 
“doesn’t eat a thing” and her thin and undernour- 
ished counterpart who tells you the same thing, 
when both are actually over-eating, quantitatively 
if not qualitatively. And yet the first three of my 
list of common complaints, headache and fatigue, 
bachache, and dysmenorrhea, frequently occur in 
both types and, not infrequently, are aggravated by 
bud eating habits. 

Bowel habits should be noted and especially the 
cathartic habit and, while you are on that subject, 
try to find out how many glasses of water per day 
your constipated patients are drinking. 

Alcohol and tobacco, it seems to me, are assum- 
ing a more prominent place in the lives of Amer- 
ican women; and coffee has assumed the promi- 
nence where every friendly neighborhood finds the 
women gathered for the morning coffee hour, not 
forgetting the afternoon bridge or informal get- 
together. Nor has American business or professional 
life escaped this social outlet. This is all to the good 
in its larger sense, for it helps to relieve the tension 
and the “jitters” under which all of us work at times. 
The point is, however, that in certain gynecologic 
patients we may have to curtail the intake if we 
are going to relieve some functional gynecologic 
complaints just as the internist has to do in the case 
of the male executive who has such an organic and 
fashionable disease as a peptic ulcer. 

As for the less evident but rapidly increasing use 
of alcohol, I would suggest that you pay more at- 
tention to the drinking habits of your gynecologic 
patients. Except in the out-and-out dipsomaniac, 
this is difficult and delicate; but it is very important. 
Too often I find the “social” drinker using alcohol 
as an anodyne. 

I have far too many one and two package a day 
cigarette smokers among my gynecologic patients. 
They smoke because they are nervous or they are 
- nervous because they smoke, I don’t know which. 
But I do know that, when I am able to reduce their 
smoking to more reasonable limits, many of their 
subjective symptoms, chiefly headache, fatigue, and 
anorexia are often greatly relieved. 

I hope that I sound like a temperance lecturer— 
not a prohibitionist! St. Paul put it much better 
when he said, “Let your moderation be known to 
all men.” And I would add, for the sake of our 
gynecologic patients, “ to all women.” 

Two complaints in the sex life of the gynecologic 
patient occur with enough frequency to warrant 
specific mention: frigidity and dyspareunia. With- 
out any Freudian technique, it is not too difficult 
to elicit a history of the former, but a history of 
dyspareunia, except in comparatively rare instances 
is, in my experience, more difficult for the patient 


AUGUST, 1951 


369 


to relate. And it is more important! Frigidity usually 
indicates male ineptitude, more rarely some en- 
docrine imbalance; dyspareunia is often a valuable 
symptom in organic pelvic disease. 

I have, by no means, exhausted the subject of 
history taking in the gynecologic patient, but I 
hope that I have indicated its importance. 

The gynecologic examination pre-supposes a gen- 
eral physical examination. Such a supposition may 
be erroneous for I have seen menorrhagia and 
metrorrhagia suecessfully treated only after a gen- 
eral surgeon had discovered and operated upon a 
toxic adenoma of the thyroid, and I can recall sev- 
eral cases of amenorrhea which were corrected only 
after myxedema with severe hypothyroidism was 
recognized, clinically. 

Several points need emphasis if one is to obtain 
the greatest possible information from the gyn- 
ecologic examination. First, and of the greatest im- 
portance, is to have the patient's bladder and rectum 
empty. The catheter is the surest way to guarantee 
an empty bladder and an enema is frequently neces- 
sary to empty the rectum and rectosigmoid. Failure 
to insist upon these things may lead to inaccurate 
and embarrassing results. I can recall numerous in- 
stances where distended bladders have been er- 
roneously diagnosed as ovarian cysts, and other cases 
where fecal impactions in the pelvic colon have led 
referring physicians to diagnose solid pelvic tumors 
where none existed. One ‘can make plenty of mis- 
takes in a gynecologic examination, even under fa- 
vorable conditions, without handicapping himself 
by neglecting the proper preparation of bladder and 
rectum! 

The patient should be placed on the examining 
table in the lithotomy position, buttocks well down 
to the edge of the table and the legs comfortably 
supported with knee crutches. Some prefer foot 
stirrups. That is optional, but I believe that I get 
better exposure and a more comfortable patient by 
using the knee crutches. Suitable draping with one 
sheet by the office nurse does much for the patient’s 
morale and modesty and should be insisted upon. 

Careful inspection is given the external genitalia, 
the physician wearing a comfortably fitting and ade- 
quate head light which leaves both gloved hands 
available for palpation for any abnormalities and 
for determining the status of the vaginal introitus. 
Then one proceeds with the bimanual examination, 
followed by the rectovaginal examination. The lat- 
ter is most valuable and should not be omitted. It is 
of inestimable value in the localizing of endome- 
triosis in the posterior cul-de-sac and rectovaginal 
septum and in the more accurate localization of 
pelvic tumors, particularly those involving the 
adnexae and the posterior wall of the uterus. And 
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in trying to determine the extent of pelvic malig- 
nancies or inflammatory disease the rectovaginal 
examination is of the greatest value. 

It should not be necessary to emphasize the im- 
portance of visualizing the cervix uteri and vagina 
in a gynecologic examination but, unfortunately, 
such emphasis is necessary! During the time this 
talk was being prepared, I can recall a case of bleed- 
ing cervical polyp, erroneously treated by the re- 
ferring physician as a case of threatened abortion, 
one prolapsed and pedunculated uterine myoma, re- 
ferred for uterine bleeding of undetermined origin, 
and a third patient with a very extensive cervical 
erosion who had been treated with douches for three 
months by her physician without having had her 
cervix visualized. All of these and many more 
would have had adequate treatment much earlier 
if the first examining physician had only looked at 
the cervix. 

This is not a treatise on genital tract malignan- 
cies. That is a subject which demands separate con- 
sideration and which, in importance, cannot be 
over-emphasized. But let me state that if in the 
practice of office gynecology we would familiarize 
ourselves with the appearance of the normal and the 
abnormal cervix we would take a long step toward 
the earlier recognition of the second most common 
malignancy in the female, carcinoma of the cervix. 

With the vaginal speculum in place, the time has 
come for the taking of vaginal spreads for the lab- 
oratory diagnosis of leukorrheal discharges and a 
hanging drop for the detection of trichomonads. 


If the history of the patient is suggestive of pro- 
lapse, cystocele and/or rectocele and the findings 
on gynecologic examination in the lithotomy posi- 
tion are equivocal, the practice of examining the 
patient in the erect position with one foot elevated 
on a stool is most valuable. Having the patient 
strain while in the erect position will frequently 
establish the diagnosis where, formerly, it was in 
doubt. 

In the office practice of gynecology, I find the 
following laboratory examinations used most com- 
monly: 1. catheterized urinalysis; 2. the determina- 
tion of hemoglobin, erythrocyte and leucocyte counts 
and the sedimentation rate; 3. the Wassermann re- 
action, the Rh factor and the blood group; 4. the 
examination of vaginal and cervical spreads with 
the gram stain, and the hanging drop examination 
of vaginal secretions; and 5. the determination of 
the basal metabolic rate and the blood cholesterol. 

In the foregoing, the emphasis has all been placed 
upon the importance of the history, gynecologic and 
laboratory examinations of the patient in the office 
practice of gynecology. All of the procedures men- 
tioned can be done in the office and laboratory of 
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the physician. Now I would like to refer to my list 
of the most common gynecologic complaints and 
suggest treatment which, like the history, gyn- 
ecologic and laboratory examinations mentione:|, 
can be applied in the office and supervised froin 
there, _ 

1. Headache and fatigue. If the headache is of 
the migraine type and one has not been able to d- 
termine any specific allergy, my best results have 
been obtained with the oral administration of ergo:- 
amine tartrate. When the headache is of pre- 
menstrual origin and there is no menstrual abnor- 
mality, 0.5 mgs. of stilbestrol nightly for one week 
before the menstrual period is due, coupled with 
phenobarbital in 16 milligram doses two or three 
times daily for the same length of time, is often 
efficacious. 

When, as is so often the case, the headache is 
associated with hypothyroidism and a_ secondary 
anemia, thyroid extract in small doses, to begin 
with, and the administration of ferrous carbonate 
or ferrous sulphate are usually effective. It goes 
without saying that, in our strenuous modern lives, 
headache and fatigue are often expressions of ner- 
vous exhaustion, as in the case of the mother with 
small children and the excessive demands that 
children and home make upon her; or as occupa- 
tion hazards in the case of nurses, schoolteachers, 
and telephone operators. In all of these cases, the 
most effective therapy might be a vacation or a 
change of scene. 

In a group of high school and university students, 
roughly from 13 to 19 years of age, headache and 
fatigue follow a little different pattern. They 
awaken tired, gulp a hasty breakfast, lunch on 
soft drinks and, occasionally, eat one fairly good meal 
a day. Their headaches are not particularly acute 
nor are they usually related to menstruation. They 
occur in mid-morning and mid-afternoon. After 
one has satisfied himself that no organic disease 
is present, these patients usually respond to an ade- 
quate diet, proper rest, using mild sedation for short 
periods if needed, hematinic therapy, with or with- 
out vitamin therapy. 

When headache and fatigue are the chief com- 
plaints in the pre-menopause or menopause pa- 
tient, one should pay particular attention to the 
possibility of hypertensive cardiovascular disease. 
If, after careful gynecologic investigation and the 
necessary laboratory studies, we conclude that the 
headaches and fatigue may be on an estrin defi- 
ciency basis which, in reality, may be an anterior 
pituitary deficiency, I start parenteral estrogenic 
therapy and mild oral sedation and note the re- 
sponse. This is one of the reasons I emphasiz< 
parenteral estrogenic therapy. One must obser\: 
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the patient frequently. Another reason is that the 
patient appreciates my personal interest in her 
problem and, finally, if my treatment produces 
abnormal bleeding, I, at least, want to be the first 
doctor to know about it! 

2. Backache. This is not often of gynecologic 
origin. It is much more commonly due to postural 
defects, fallen arches, sacro-iliac strain, spinal arthri- 
tis and slipped disc. In my experience it is more of 
an orthopedic than a gynecologic problem. Never- 
theless, it may be a symptom in a small number 
of patients with retroversion and/or retroflexion 
of the uterus, pelvic endometriosis and cervical 
lacerations and erosions. 

When retroversion and/or retroflexion is etio- 
logic in backache it will usually be found that low 
back pain begins one week before the onset of 
menstruation, becomes progressively worse as the 
time for menstruation approaches, is then aug- 
mented by pre-menstrual cramping and is usually 
relieved when the flow is established. The thera- 
peutic test of a retroversion pessary of the Hodge 
or Smith-Hodge type will usually settle the question. 

Backache, when related to pelvic endometriosis, 
is worse at the time of menstruation. When one 
is able to palpate the shotty, tender nodules in the 
rectovaginal septum and especially if the utero- 
sacral ligaments are involved, he will find that 
a retroversion pessary inserted for the correction 
of the commonly associated retroversion aggra- 
vates the backache. At present there is considerable 
argument over the surgical versus the non-surgical 
treatment of endometriosis. We have not been 
impressed by the results from radiation therapy, 
male sex hormone nor the luetinizing hormone 
in the relief of this condition, and now, as palliative 
treatment, use codeine, with or without salicylates, 
for temporary relief. 

The cervix, when the cause of backache, will 
usually be found to be lacerated and with varying 
degrees of erosion and/or cervicitis present. If 
the sedimentation rate of the patient is not above 
20 millimeters in one hour and the erosion or 
cervicitis is thought to be etiologic, the cervix 
should be cauterized with the nasal tip cautery, 
followed by triple sulfa cream into the vagina, and 
the patient should be instructed to stay off her feet 
as much as possible for the week following cauter- 
ization and, under no circumstances, is she to take 
a douche. Intercourse is interdicted for at least 
four weeks or certainly until the discharge ceases, 
and the patient is asked to return for re-examination 
in from four to six weeks. 


3. Dysmenorrhea. Let us not forget that this 
symptom may appear at any time during the repro- 
ductive life span-of the patient. The term “con- 
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genital” dysmenorrhea is not accurate for most 
patients with this complaint get along with a mini- 
mum amount of discomfort for a few months to 
several years after the establishment of menarche. 
In my opinion, it is definitely on the increase, and 
I attribute this to the quickened pace, the emotional 
instability, and the confusion under which ‘all of 
us live. There may be a competitive element pres- 
ent to aggravate it, school, the first job, the matter 
of “dates.” Whatever it may be, the usual gyneco- 
logic finding is a normal pelvis. 

It has seemed to me that ante-version and ante- 
flexion are more frequent in patients with this 
complaint than is retroversion. The patient with 
congenital dysmenorrhea, presenting the ante-verted 
or ante-flexed uterus and a long, tapering cervix, 
set well back in the vagina, was a frequent candidate 
for curettage and the insertion of a stem pessary. 
In the early years of my gynecologic practice I am 
sure that I removed a dozen or more stem pessaries 
per year from patients who had them inserted for 
the relief of dysmenorrhea or as a contraceptive. 
It has now been over a year since I had to remove 
one. Fortunately the use of this device is rapidly 
subsiding. 

Some will still argue that dilatation and curettage 
are of value in the treatment of congenital dys- 
menorrhea. I doubt if the relief obtained is of 
enough value to warrant the procedure. It is 
obvious that patients with this complaint should 
have thorough physical examinations, that the con- 
dition of the blood must be known and that a basal 
metabolic rate and blood cholesterol determination 
and a chest x-ray are frequently desirable. But in 
patients whose findings are all within normal 
limits, the greatest relief, in my experience, is ob- 
tained with the administration of small doses of 
phenobarbital, given from once to three times a 
day for one week before the menstrual period is 
due. For ‘the patient with pain, severe enough to 
require bed rest, my long-standing favorite is a 
capsule containing codeine sulphate, 16 milligrams, 
atrophine, 0.3 milligrams, and acetyl salicylate acid, 
325 milligrams. 

Hormone therapy has not given me any striking 
results. In certain cases, even with basal metabolic 
readings within the so-called normal limits of 0 to 
plus 10, small doses of thyroid extract seem to have 
a beneficial effect. 

Acquired dysmenorrhea, as would be expected, 
is more easily classified. I would list four classifica- 
tions as to etiology. 

1. Salpingitis, usually of gonorrheal origin. 

2. Pelvic inflammatory disease secondary to 
post-abortal or puerperal infection. 
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3. Birth trauma or trauma from ill-advised or 
inadequate gynecologic surgery. 

4. Retroversion of the uterus, particularly when 
associated with marked relaxation of the supporting 
pelvic structures. 


Whatever the cause, the majority of patients 
affflicted with acquired dysmenorrhea are non-surg- 
ical. Antibiotics, sulfon therapy, short-wave dia- 
thermy, local treatment to the cervix and the retro- 
version pessary in proper cases all have their place. 


The office treatment of vaginal bleeding must 
be directed, first of all, to finding the source of 
the bleeding. This has been mentioned several 
times earlier in this talk. Our main objective, I 
repeat, must be to determine the source of the 
bleeding. If it is from a cervical polyp, the excision 
of that polyp, the sending of it to the pathologist, 
and the cauterizing of the base of the polyp may 
be all that is necessary. Punch biopsies from sus- 
picious lesions on the cervix may be done as office 
procedures under surface anesthesia. The import- 
ant thing here is to be certain that one obtains 
adequate, representative sections. Curettage should 
remain a hospital procedure. 


It is not possible to discuss the treatment of the 
menopause at this time; but one aspect of it only 
must be emphasized. Irregular uterine bleeding at 
any time in the life of the individual is abnormal! 
That statement needs all the emphasis I can give it 
Our patients need to be told that, over and over 
again! And I believe that physicians need to re- 
mind themselves of that fact, not infrequently. 
It is tragic to find a far advanced carcinoma of the 
cervix or one of the body of the uterus and then 
to have the patient tell you, “But, Doctor, I thought 
it was just due to my ‘change of life!’” At the 
menopause, one should be doubly careful to know, 
beyond doubt, that no malignancy is present before 
he starts treatment for any associated symptoms, 
and this goes not only for estrogenic therapy, but 
for any palliative treatment. 

Again, in connection with uterine bleeding, there 
is one great service which I can render my patients 
in office gynecology. That is when I get a patient 
with severe vasomotor symptoms which she attrib- 
utes to the menopause, and who has been on 
estrogenic therapy of one kind or another for 
some time. I can stop the hormone therapy! I 
can carefully examine her pelvis, I can palpate and 
visualize her cervix, I can carefully examine her 
breasts and, if there is no demonstrable pathology, I 
can have her return for re-examination in one week, 
having stopped all medication in the meantime, and 
then re-check her history and my findings. The 
indiscriminate use of estrogenic therapy is one of 
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the greatest causes of irregular uterine bleeding, a: 
or near the menopause, that I know. I have n> 
evidence that it initiates carcinoma; I do know tha: 
it can mask it. 

Symptoms of prolapse are so variable! On 
woman with only a small to moderate cystocelk 
will complain greatly of urinary frequency an: 
stress incontinence. Another, more phlegmatic. 
may have a large cystocele, rectocele and uterin: 
prolapse and complain very little. The correction 
of prolapse is surgical. The palliative treatment of 
it is often gratefully received by the patient, especi- 
ally if for one reason or another her condition: is 
not thought satisfactory for surgery. A doughnut 
pessary or a Gellhorn pessary may be useful. If 
placed, one must caution his patient to return at fre- 
quent periods so that one can check the results and, 
what is more important, cleanse the pessary and 
note whether or not it is producing irritation. I re- 
call one dear old lady with a complete procidentia 
who proudly announced that she had fooled me by 
wearing her pessary for two years with complete 
relief of her symptoms. She returned because her 
daughter objected to the disagreeable odor! I 
finally was able to “dig” the pessary out of the 
vagina and, after about two months, had the vagin- 
itis and vaginal ulcerations healed so that I could 
do a vaginal hysterectomy and vaginal plastic opera- 
tion. 

The medicated vaginal tampon still has a place 
in office gynecology in the temporary treatment of 
certain complications of prolapse. Ulcerations on 
vagina ‘and cervix may be healed rather promptly 
by boroglycerin or ichthyol-glycerin tampons, placed 
one day by the physician and removed the following 
night by the patient. 

And now I have come to Number 6 on my nurse’s 
list of common gynecologic complaints: pruritus, 
with or without leukorrhea. 

The first thing I want to know about pruritus, 
usually pruritus vulvae, is whether it is on a general- 
ized, organic basis or whether it is on a local basis. 
This sometimes requires considerable study. To 
mention two extremes, diabetes mellitus and pedicu- 
losis pubis can both produce pruritus vulvae; so 
can leukoplakia and kraurosis vulvae; so can myxe- 
dema; so can douches and various allergens. It seems 
best, for the sake of brevity, to limit this discussion 
to those cases commonly associated with leukorrhea. 
Under the term, “leukorrhea,” let us define it as 
any abnormal, blood-free discharge from the female 
genital tract. The causes of leukorrhea are as nu- 
merous as the sands of the sea! We won't go into 
them because there are other speakers on this pro: 
gram and, besides, I don’t know all of the answers 

It seemed to me that I would do well if I lim- 
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ited my remarks to two common conditions in 
which pruritus vulvae and leukorrhea are common 
symptoms and tell you what little I know about how 
to relieve them. 

The first is monilia vaginitis. It is most common 
in pregnant women and in patients with diabetes 
mellitus. Unless one finds the telltale white placques 
in the vagina which, when removed with a swab, 
leave a raw or even a bleeding surface, and notes 
the superficial ulcerations which are so commonly 
found on the inner surfaces of the labia, he is likely 
to miss the diagnosis unless he either cultures the 
vaginal secretion in warm normal saline solution 
for 24 hours or, better yet, places a swab of the 
vaginal secretion in a test tube containing 10 per 
cent potassium hydroxide solution and then looks 
for yeast spores under the microscope. Even then, 
they may be missed if few in number. 

At this point the therapeutic test is often of great 
value. Apply a two per cent aqueous solution of 
gentian violet thoroughly to the cervix, vagina, 
vaginal fornices, perineum, labia and about the 
clitoris and let it dry before your patient gets off 
the table. Instruct her that what you have applied 
is messy and indelible and protect her clothing with 
a vulvar pad. Have her return in three days. If she 
suffered from a monilia infection, she will be greatly 
relieved; if she had a leukorrhea from a mixed vag- 
inal infection she will be improved. I am still look- 
ing for that chemical incongruity, a colorless gentian 
violet! Until I find it, I will continue to pin my 
faith in the treatment of monilia vaginitis on the 
two per cent aqueous solution of gentian violet, 
applied by me in the office with sufficient fre- 
quency to eradicate the yeast. 

Trichomonas vaginalis vaginitis is the bane of my 
gynecologic life. I know of no so-called minor 
gynecologic complaint that is so ubiquitous and so 
tenacious. It affects all females, from menarche to 
menopause—and sometimes beyond—and it has been 
known to take up its abode in the prostate. I know 
little of its life history, but I think I have learned 
some of its characteristics. It produces, usually, a 
light green or yellow foul smelling and abundant 
discharge. It frequently makes its victim think she 
has gonorrhea. It is readily recognized in a hang- 
ing drop under the low power stage of the micro- 
scope. It produces an intense vaginitis and, in 
acute or severe infections, often small, punctate 
hemorrhages in the vaginal mucosa. On the initial 
examination of a well established case, the vagina 
is often so irritated that the patient cannot tolerate 
even a small, well lubricated speculum. In my ex- 


AUGUST, 1951 


373 


perience it seems to be more prevalent in the fall 
or in late winter or early spring. One March day 
this year, my first three pre-partum patients were 
all suffering from it, in various stages of their preg- 
nancies. Flare-ups are especially likely, after one 
thinks he has the infection eradicated, during and 
just after a menstrual period. 

When one finds as many remedies listed as are 
recommended for the treatment of trichomonas 
vaginalis vaginitis, he knows that no specific cure 
has been found. From a clinical experience of many 
years, I have made only four observations which 
seem to stand up under the test of time. 


First: Regardless of the treatment employed, re- 
sults are not likely to be satisfactory unless one at 
least restores the acidity of the vagina to a high 
level. 

Second: The period during and just after the 
menstrual period is the time when the infection is 
most likely to flare up. 

Third: The prostate may harbor the organism 
and be the source of reinfection. 

Fourth: One must keep his patient under close 
and frequent observation for, sometimes, several 
months to insure the best results. 


My plan of treatment is as follows: Cleanse the 
vagina with green soap and warm water and dry 
with cotton applicators. Under direct vision, place 
one floraquin tablet in the anterior and one in the 
posterior cul-de-sac. Give the patient a prescrip- 
tion for 36 such tablets and instruct her to insert 
one tablet into the vagina, as far as she can reach, 
each morning and every night at bedtime. Every 
second night, before she inserts the bedtime tablet, 
she is to take a douche consisting of one-half cup- 
ful of vinegar in a quart of warm, boiled water. 
This treatment is to be continued throughout the 
menstrual period! She is to return when her supply 
of tablets is exhausted, at which time a careful 
speculum examination is again made and another 
hanging drop taken for trichomonads. 


Summary 


And so I have exhausted you and my list of com- 
mon gynecologic complaints. I have, by no means, 
attempted to cover all of the conditions we must 
treat in the practice of office gynecology. But let us 
remember that from 80 to 90 per cent of the gyn- 
ecologic patients we see are non-surgical; and that, 
if by careful study and persistent treatment, we 
can bring relief to a large percentage of that group 
our efforts will have been very much worthwhile. 
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Peabody, Kansas 


Preface 

In presenting this paper, “Temporal Arteritis and 
Report of a Case With ACTH Therapy,” the au- 
thors wish to express acknowledgment of the co- 
operation of J. A. Grove, M.D., Harold Morgan, 
M._D., and Theodore Sills, M.D., all of Newton, Kan- 
sas. We are of the opinion this single case merits 
presentation for several reasons. First, after a very 
careful review of the literature, we found that only 
approximately 85 cases of temporal arteritis have 
been reported. Second, as temporal arteritis is a 
disease of the senile and as the expectancy of life 
is greater now than heretofore, more cases will be 
seen. Third, previous methods of therapy have been 
only partially successful to date. Treatment with 
Adrenocorticotropic hormone (ACTH) was so 
dramatic, in our opinion, in this single case that 
further study is indicated. As far as we are able to 
ascertain, after very careful review of available lit- 
erature, ACTH has not been used heretofore. 


Introduction 


Temporal arteritis or cranial arteritis is a definite 
clinical disease entity which was first described by 
Jonathan Hutchinson in 1890 in England;! Schmidt? 
of Copenhagen in 1930 also reported a case of tem- 
poral arteritis. The American medical writers ap- 
parently overlooked these two previous publications 
and in 1932 Horton, Magath and Brown?: 4 described 
temporal arteritis as a previously unreported disease 
entity. Since 1890 approximately 85 cases have been 
reported in the literature. H. J. Profant® in 1944 re- 
ported two cases and after a review of the literature 
found that 17 cases had been reported. Kenneth 
Robertson?? in 1947 reported four additional cases. 
Protas and Saidman’ in 1948 reported a case of 
temporal arteritis with pernicious anemia and found 
that 52 cases had been reported. Jennings® in 1948 
reported four additional cases. A review of the lit- 
erature and report of five additional cases was given 
by Crosby and Wadsworth!? in 1948. Kaye? in 1949 
reported seven more cases. Writers such as Bruce,” 
Johnson, Horley and Horton> and Schick, Baggen- 
stoss and Polley!’ have also described temporal 
arteritis. 


Anatomy 
Formerly it was thought that temporal arteritis 
was a pathological process involving only the tem- 
poral vessels; however, most writers now feel it is 
much more wide-spread, since the process has been 
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found at autopsy to have involved the retinal, sub- 
clavian, renal, carotid, coronary, femoral, occipital, 
brachial and cerebral arteries. 


Clinically, the red, swollen, nodular, painful tem- 
poral arteries are the diagnostic point, hence a briet 
review of their anatomy will be given. The super- 
ficial temporal artery is the smaller of two terminal 
divisions of the external carotid artery. It arises 
opposite the neck of the mandible and under cover 
of the parotid gland, passes upward in the interval 
between the condyle and the external acoustic 
meatus to the zygoma, lying on the capsule of the 
tempor-mandibular joint. Then it ascends over the 
posterior zygomatic root and the temporal aponeu- 
rosis for about four or five cm. and there divides 
into the frontal and parietal branches. It gives off 
the following branches: 1. parotid, 2. transverse 
facial, 3. anterior auricular, 4. zygomatico-orbital, 
5. the middle temporal, 6. the frontal, and 7. the 
parietal.!3 

Etiology 

The cause of temporal arteritis is unknown. Sev- 
eral theories have been advanced. First, there are 
those who feel that the disease bears a direct re- 
lationship to similar conditions such as thrombo- 
angiitis obliterans, poly-arteritis nodosa and sclero- 
derma. Second, there are those who feel that tem- 
poral arteritis is part of an infectious process. Sup- 
porting this theory is the fact that most, if not all, 
cases run a febrile course and most have the local 
and systemic symptoms of an infectious process. In 
reporting this case, the authors do wish to call at- 
tention to the fact that the patient to be reported 
had a severe follicular tonsillitis just prior to the 
onset of temporal arteritis. Third, there are those 
clinicians who feel that the disease is just a part 
of a generalized arteriosclerosis. Supporting this 
theory is the fact that it occurs at about an average 
of 65 years, the age at which arteriosclerosis is seen. 
To date, as far as we know, the disease has not been 
reported except in the white race. The females out- 
number the males three to one. Meyers and Lord!° 
in 1948 reported a case in a patient 22 years of age. 


Pathology 


The pathological picture as noted by most writers 
is fairly constant. The terms temporal arteritis or 
cranial arteritis are not complete, as the same path- 
ological process has been noted in other arteries. The 
temporal arteries, when examined microscopically, 
are hard and thick and nodular, with a fine capillary 
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lumen throughout. The veins accompanying them 
have usually been normal. According to Chasnoff 
and Vorzimer,!! Bowers!? and Jennings® the micro- 
scopic picture is that of a periarteritis and arteritis. 
The media shows the greatest changes, with replace- 
ment of the muscle by collagen, necrosis and hem- 
orrhage. The media may be destroyed and replaced 
by granulation tissue containing multinuclear giant 
cells. The intima is somewhat thickened. Changes 
in the adventitia, such as fibrosis and focal infection 
with lymphocytes and plasma cells, are noted. 


Symptoms 


The main diagnostic features of temporal arteritis 
are three. 1. Severe headaches which are usually 
seen at the average age of 65 and which occur in the 
ratio of females to males three to one. This pain is 
severe and usually only partially relieved by opiates. 
It occurs chiefly at night. 2. The duration of the 
complaint; only those cases which terminate fatally 
are less than three months and one case was reported 
as lasting as long as 20 months. 3. The marked sys- 
temic reactions such as general malaise, anorexia, 
loss of weight, low grade fever, mental confusion 
and despondency, vomiting and marked weakness. 
Local symptoms usually seen which are diagnostic 
are painful, red, nodular, swollen temporal arteries, 
which may be unilateral or bilateral. There may also 
be submental and cervical adenopathy, puffiness of 
the face and eyes, and painful mandibular joints. 
Laboratory examination may reveal a moderate to 
severe anemia, increased sedimentation rate and 
moderate leucocytosis. Bruce? reviewed all the cases 
of cranial or temporal arteritis of 84 known cases 
and found that 34 of these had symptoms referable 
to the eyes. He estimated that in 40 per cent of the 
cases the eyes may be expected to become involved 
and, further, that more than half of those patients 
whose eyes become involved can be expected to lose 
their sight permanently in one or both eyes. 


Treatment 


To date, various procedures and medications such 
as salicylates, potassium iodide, vitamins, opiates, 
oxygen, penicillin, sulfa preparations, aureomycin, 
acetylsalicylic acid and the like have been used for 
patients without results.. Some clinicians found that 
a biopsy of the involved vessels was sufficient to 
obtain a high degree of relief from the severe pain; 
however, the disease ran a definite course. Roberts 
and Askey in 1948!° treated four patients by pro- 
caine hydrochloride block of the pariarterial sensory 
pain fibers coursing along these vessels. In three 
the pain was promptly and completely relieved; in 
the fourth, intracaine block of the stellate ganglion 
also was required. Schick, Baggenstoss and Pol- 
ley'7, 18 in March of 1950 reported two cases of 
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cranial arteritis who were promptly relieved when 
given Cortisone. The local and systemic symptoms 
were promptly relieved; however, on the follow-up 
biopsy, characteristics of chronic arteritis were found 
and apparently little more healing had taken place 
than would be expected in the natural course of the 
disease. Visual complications had not developed in 
either case when reported. 
Prognosis 

Most of the cases diagnosed as temporal arteritis 
or cranial arteritis have, according to the literature, 
recovered in a month to 20 months. Some cases have 
ended fatally. Many cases no doubt have not been 
recognized and the patients have died without rec- 
ognition of the disease. It is impossible to estimate 
the mortality rate due to this factor. Many cases have 
died from other causes such as pneumonia, cerebral 
accidents, hemorrhage and cardiac disease after the 
marked systemic reaction of temporal arteritis. About 
40 per cent of the reported cases according to Bruce? 
had associated eye symptoms and about half of these 
have been left blind in one or both eyes. 


Case Report 

The case to be reported is that of a white female, 
age 79, who was in good health until August 27, 
1950, at which time she had a severe acute follicular 
tonsillitis. Under adequate doses of penicillin she 
recovered from this. On September 1, 1950, she 
began to have severe pain in the head, especially in 
the right and left temporal regions. This pain was 
cramp-like at times and much worse at night, when 
she was unable to lie down to sleep. The patient 
felt that even a hair net aggravated her condition. 
She began to run a low grade afternoon and evening 
fever, from 99 to 100.4 degrees. She became anemic 
and pale, lost her appetite and as a result began to 
lose weight. 

The past history of this patient revealed that she 
had had the usual childhood diseases. She had had 
one child, male, now 41, living and well, and one 
child was dead at birth when the patient was 34 
years of age. Surgical repair of cystocele and recto- 
cele was accomplished in 1944. She suffered a frac- 
tured pelvis as the result of a fall in 1948, and had 
atypical virus pneumonia in July 1949 and Decem- 
ber 1949. For her age the patient has been unusually 
active and well. She is a widow, her husband having 
died in 1947 at the age of 80 of an aplastic anemia. 


Physical examination revealed a white female, 
age 79, cooperating readily and well. Her weight 
was 124 pounds. She was holding her hands to her 
head due to the severe head pain. Her mental state 
was excellent. The temperature was 100 degrees. 
Her eyes reacted to light and accommodated dis- 
tance. The pupils were equal and regular; ophthal- 
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moscopic examination, revealed no marked path- 
ology. The remaining teeth were normal; tonsils 
‘were present, red and hypertrophic. The mucous 
membranes were pale; tongue was normal. The 
heart and lungs were normal; blood pressure was 
systolic 160, diastolic 90; pulse 80 and regular. The 
‘abdomen and genitalia were normal. Her skin was 
normal. The reflexes were normal except for de- 
creased knee jerks. Some arthritic changes were 
noted in the hands, feet and knees. 


Laboratory 


The following laboratory procedures were per- 
formed with these results: hemoglobin 48 per cent, 
6.95 grams; red cell count 2,330,000; white cell 
count 8,400; segmented cells 72 per cent, lym- 
phocytes 27 per cent, monocytes 1 per cent. The 
non-protein nitrogen was 13.7 grams. Lumbar punc- 
ture revealed normal pressure, normal gold curve 
and cell count of three. Blood Wassermann and 
Kline tests were normal. Urinalysis revealed the 
following: clear, straw, acid reaction, specific grav- 
ity of 1.020, trace of albumin. Microscopic examina- 
tion showed three plus pus cells and a few red blood 
cells. The icteric index was 5.7 units. The platelet 
count was 210,000. Bleeding time was five minutes; 
coagulation time 414 minutes; prothrobin time 81 
per cent of normal. The sédimentation rate was 38 
mm. Westergren method. An anterior-posterior and 
lateral radiograph of the skull revealed no pathology. 
An electrocardiogram was normal. No biopsy speci- 
men was taken due to her advanced years and ob- 
vious Clinical diagnosis. 


Course 


This patient was in the hospital from September 
21, 1950, to October 19, 1950. During this time she 
ran an afternoon temperature every day from 99 to 
100.4 degrees. The pain was controlled somewhat 
with 100 mgs. of demerol and codeine grs. 4. She 
was given 500 cc. of blood on September 27, at which 
time she had a reaction with chill and temperature 
elevation to 101.6 degrees. Various medications 
were used: oxygen, caffeine soda benzoate, vitamin 
B12 (30 micrograms daily ), B complex and ascorbic 
acid by injections, saturated solution of potassium 
iodide, aureomycin capsules, 250 mg. for a total of 
16, salicylates, penicillin in adequate dosage, liver 
and iron capsules. 


At the end of four weeks her blood count re- 
vealed hemoglobin 71 per cent, 10.20 grams; red 
cell count 3,900,000; white cell count 8,400; differ- 
ential, segmented cells 72 per cent, lymphocytes 28 
per cent. The patient felt better, the pain was less 
but still present and she was allowed to go to her 
home. 

She was at home under nursing care and with the 
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above medications; however, by November 11 she 
was as she had been September 21. Her blood count 
was hemoglobin 48 per cent, 6.95 grams, red cell 
count 2,480,000; white cell count 13,900; differ- 
ential, segmented cells 75 per cent, lymphocytes 24 
per cent and monocytes one per cent. Since the on- 
set, September 1, 1950, she had run an afternoon 
temperature of 99 to 100.4 degrees. The pain was 
severe; she was extremely pale and her face was 
puffy. During this time at various intervals she had 
complained of pain in the head, double vision and 
decreased vision, pain in the mandibular joint, 
nausea and vomiting, and loss of appetite. At times 
she had marked swelling of the submental glands. 
Also at times she was mentally confused and de- 
spondent. 


She was readmitted to the hospital on November 
11. At this time she was given her first dose of 
ACTH, one cc. or 10 mg. every six hours. The relief 
and response was dramatic, and has continued so 
until the present time (February 14, 1951). She 
was given 10 mg. every six hours until November 17, 
when it was decreased to 10 mg. every eight hours. 
The pain returned, and, for the first time, swollen 
hard nodular red swellings over both the left and 
right temporal arteries were noted. ACTH was 
again increased to the initial dosage with absolute 
relief. On November 27 the dosage of ACTH was 
again decreased to 10 mg. every eight hours with 
return of symptoms. It was again restored to the 
initial dosage of 10 mg. every six hours with com- 
plete relief. On November 30 the dosage of ACTH 
was decreased to 10 mg. every eight hours and the 
patient was carried on this very well until December 
15, at which time it was decreased to 7/2 mg. every 
eight hours. On December 19 the dosage of ACTH 
was decreased to five mg. every 12 hours and as the 
patient was still doing well except for a marked 
euphoria, it was discontinued entirely on December 
25. The patient did fairly well until December 31, 
at which time she began to feel dizzy, was somewhat 
short of breath, had hard nodular swellings over the 
course of the temporal arteries, and had some swell- 
ing of lower extremities. The heart was somewhat 
irregular. The pain and swellings increased and on 
January 2, 1951, ACTH was again started, one cc. or 
10 mg. every 12 hours, with marked relief of all 
symptoms. This dosage was continued with almost 
complete relief of symptoms until January 25, when 
it was decreased to 10 mg. ACTH once daily and 
discontinued entirely February 14. 


From the time the initial dose of ACTH was 
given on November 11, 1950, to the present, Feb- 
ruary 14, 1951, the response to therapy was dra- 
matic. No other medication was given except 
ascorbic acid, 100 mg. tablet three times daily and 
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Vi-Ferrin, Lederle, one capsule after meals. Also 
when her heart was irregular digitalis, 114 grs., was 
given daily. While taking the ACTH she was given 
an enteric coated tablet of potassium chloride, con- 
taining five grs. three times daily and was kept 
on a low salt diet. 


Conclusion 


Temporal arteritis or cranial arteritis, as suggested 
by Curtis?° and others, is discussed. The terms tem- 
poral arteritis or cranial arteritis are misnomers but 
suffice until a better name can be. offered, as in- 
volvement of arteries other than temporal or cranial 
has been described. A review of the literature from 
1890, when it was first described by Jonathan 
Hutchinson,! to the present time is given. Approx- 
imately 85 cases have been reported. Most of the 
diagnosed cases have run an apparently self-limited 
course and many have recovered. The duration va- 
ries from one month to 20 months. Approximately 
40 per cent of the cases have had some form of eye 
involvement and about 20 per cent are left partially 
or totally blind. The cause of temporal arteritis is 
not definitely known. Various methods of treatment 
have been used; however, procaine block of the 
nerves of the temporal vessels and biopsy severing 
of the vessels have proven most successful. To our 
knowledge, no cases have been reported using 
ACTH therapy; however, Cortisone has been used. 
A case report is given in which ACTH was used 
with dramatic and immediate response. The total 
dosage of ACTH was approximately 2,100 mgs. 
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PRESIDENT’S PAGE 


Dear Doctor: 


August 1 was the day that Blue Shield inaugurated a wider service for its members. 
These added services and benefits caused a very slight increase of monthly costs, so 
slight in fact, when compared to the increases in prices of other essentials, the amount 
becomes negligible. It seems to me that the schedule of non-surgical hospitalized cases, 
the increase of x-ray allowances, emergency treatments for minor bruises, burns, et cetera, 
further adjustments in behalf of the anesthesiologists and surgeons, together with added 
services for specialists in body cavity examinations, all add up to mean that step by step 
full coverage is being approached and we doctors should read carefully these provisions 
and avail ourselves daily of the opportunity to inform our patient public. This voluntary 
program is a right arm of strength in keeping at a distance the way of compulsion. The 
Blue Shield way is financially substantial, having in reserve as of June 1 nearly $350,000. 
I want to say congratulations to the directing and operating personnel! 

From the information at hand the doctors of Topeka and Shawnee County performed 
a great service without request or compulsion during the recent flood disaster. These acts 
should demonstrate to the public that the doctors still have a keen interest and concern 
in the health of their communities. The public that was concerned surely must feel 
grateful, and any who had been making statements alleging total selfishness would be 
embarrassed. 

An outline in brief of the agenda for each committee is now in the possession of each 
respective chairman, and I trust this will be of some assistance to the committees in the 
months lying immediately ahead. I want to emphasize that these suggestions are in- 
tended only as an aid and by no means are to be construed as the final word of a fixed 
function in our program. 

If the county secretaries have not yet completed the data concerning social welfare 
which was requested a few weeks ago by the central office, I would personally appreciate 
your immediate attention to the matter for it is important to other county components 
as well as your own! We are trying to improve for you the problem of caring for the 
unfortunate, and delay on your part is obstructing the effort and conclusion. We may 
not be successful, but for sure we are not going to provide further penalty on you in 
executing this program. This problem has assumed large proportions and it definitely 
is one not entirely the responsibility of Kansas medicine. This problem is basically a 
responsibility of the entire local community. 

I was glad to note the Chamber of Commerce drew up a resolution on socialized medi- 
cine in which the indigent problem was given consideration. The hospitals and druggists 
must share with us the obligation of proper care for these people, and if this can be 
effected it is within the realm of possibilities that all of us participating will find it easier 
to carry the load with which we are charged; otherwise the problem is certain to become 
more complicated! 


Always sincerely yours, 


| 
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EDITORIAL COMMENT 


There Was a Man 

On July 1, 1948, Franklin D. Murphy, a vigorous 
young man, deserted the field as a private practi- 
tioner of clinical medicine to become the dean of 
the University of Kansas School of Medicine. 

And as he did so, there were probably some mis- 
givings in his heart and some indecision in his mind 
as to the wisdom of his choice. 

It took a great deal of fortitude for one, only a 
few years out of medical school, and a fair share of 
those years devoted to the Medical Corps of the 
Army, to step into the chaos as dean of a medical 
school that was attempting to slow down from an 
accelerated training program, whose research pro- 
gram, always retarded because of lack of funds, was 
almost non-existent, and whose physical facilities 
were far from adequate. 

His ability to make that decision, to step into a 
field heretofore unexplored by him, to assume the 

responsibility of a re- 
construction and ex- 
pansion program, to 
roll up his sleeves and 
go to work, requires 
the vision, fortitude, 
ambition and courage 
for which we all ad- 
mire him. 

A bit of his vision 
and wisdom is illus- 
trated by the remarks 
of one of the junior 
students in 1948. 
“Dean Murphy told 
us that we could ride 
the elevators in the 

Franklin D. Murphy, M.D. hospital. After all, he 
told us, we were the most important part of the 
medical school. Then we students knew he was an 
all right guy.” 

In three short years the University of Kansas has 
made great advances in the total picture of medical 
education in this country. The research program has 
been developed and expanded greatly, the school’s 
teaching facilities have been or are in the state of 
being expanded by more than 20 per cent. The post- 
graduate program of the medical school has been en- 
larged. The rural health program, embodying com- 
munity responsibility, has been nurtured from a 
spindly seedling to a healthy producing plant. 

It is not our intent to attempt to make our read- 
ers believe that this is totally due to the vision, the 
ideas, and the efforts of one man. But it is our in- 


tent to point out that Dean Murphy, a neophyte 
physician in the midst of most of us, through long 
hours of sheer hard work, through perseverance, and 
through his ability as a co-ordinator of men, ideas, 
and activities has markedly elevated the stature of 
Kansas medicine and medical education. 

A few weeks ago, Franklin Murphy was offered, 
and he accepted, the position as chancellor of the 
University of Kansas. You can be assured that this 
step was made only after prolonged and studied con- 
sideration. And you can be assured that there were 
many of the same misgivings that bothered him in 
1948. But, had the legislature in 1951 seen fit to 
segregate the school of medicine from the univer- 
sity and placed it under its own governing body, Dr. 
Murphy would probably still be dean of the medi- 
cal school. 

In the panorama of human thinking, it is prob- 
ably not possible for a man who has attracted his 
rightful share of the rays of the spotlight in local 
and national circles to avoid a certain amount of 
criticism in the minds and speech of superficially 
thinking individuals, should he embark upon a new 
or a different career. But, let us not be amongst 
those superficial thinkers. It is perfectly just that 
we express our sorrow that Dr. Murphy is leaving 
a position that we know he can most capably fill. 
But it is certainly not within the province of any 
man in Kansas, or elsewhere, be he lay or profes- 
sional, to criticize a man for the choice of his vo- 
cation or the acceptance of a promotion, be it pro- 
fessional or financial or both. 

And so, Chancellor Murphy, we wish you every 
success in your new position. We know that you 
cannot forget Kansas medicine, for the medical 
school is still a part of the university, but we will 
probably be a little jealous of some of the time and 
energy that you will spend with the many other de- 
partments of our university. And we know that 
when the next promotion comes along, you will 
again give it the same studied consideration and 
that you will make your decision with the same 
misgivings and the same regrets. 

We also know that after that decision is made, 
and when your name is mentioned, we can truth- 
fully say, “There was a man.” 


Resolution on Socialized Medicine 


The Council on Social Security of the Kansas 
State Chamber of Commerce met in Topeka on 
July 9 to map the course of the state chamber with 
reference to the above subject during the next two 

‘years. Some 29 business and professional people 
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from all over Kansas attended this all-day meeting 
where numerous resolutions were drawn covering 
all phases of social security. 

The following represents the stand the state cham- 
ber will take during the next two years regarding 
health and socialized medicine. It was passed, one 
paragraph at a time, without a dissenting voice. 

The Kansas State Chamber of Commerce believes 
that the physical health of a nation is the corner- 
stone of its economic health. Accordingly, the past 
efforts of the organization in encouraging and sup- 
porting health activities of benefit to the people of 
Kansas, and of the nation as a whole, will be vig- 
orously continued. We urge that other voluntary 
groups continue and expand all activities holding 
reasonable promise of further improving the health 
of the citizens of Kansas and the United States. We 
do not subscribe to the declaration that there is 
presently a crisis in the health field. Past efforts 
toward improving the nation’s health, as reflected 
in mortality statistics and by other evidence, have 
been amazingly successful. There is every reason to 
believe that those voluntary efforts will continue 
to provide such results. 

Efforts to improve the health of the nation should 


center at the community level—in Kansas as well. 


as in every other state. Accordingly, we urge local 
businessmen and others concerned to take all feas- 
ible steps to support community health activities, 
including support for local health groups. Business- 
men should continue to participate actively in de- 
veloping the arrangements needed to keep local ac- 
tivities on a sound and increasingly effective basis. 

There are shortages of health personnel and of 
health facilities in some areas. Attention is called 
to the action of the 1949 Kansas Legislature in mov- 
ing to meet these shortages through the appropria- 
tion of approximately $3,800,000 for use in ex- 
panding medical training facilities in Kansas. The 
Kansas State Chamber of Commerce is proud to 
have been among the first of the state-wide organi- 
zations to give its active support to this measure. 
Sound future proposals designed to remedy such 
shortages may likewise expect to have the support 
of this organization. 


The provision of medical care for the indigent 
is basically a responsibility of the local community. 
State social welfare legislation with local applica- 
tion is designed to make adequate medical care 
available to the indigent. Medical programs for the 
indigent are now in operation in Kansas in all 105 
counties under one of four general plans: insurance 
program based on a contract with the county medi- 
cal society, the fee system, the county physician 
plan, or the lump sum payment plan. 
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Much of the health progress of recent decades 
is attributable to the effectiveness of public health 
work. Important contributions have been made at 
all governmental levels—federal, state, and local. 
Evidence of this is found in the fact that the ma- 
ternal death rate in Kansas has been reduced from 
6.9 per thousand in 1916 to 1.7 in 1945 and .61 in 
1950. Each governmental level has a role to play in 
the public health field; there are tasks for which 
each is particularly fitted. Sound, well-thought-out 
legislation, designed to strengthen public health 
work at each level, should be supported. 

The remarkable growth of voluntary, non-occu- 
pational prepayment insurance in recent years has 
been of great value in enabling individuals and 
groups to meet the cost of modern medical care. 
Such insurance is now widely available, both through 
the indemnity contracts of insurance companies and 
through the service contracts of non-profit plans. 
These voluntary efforts should be encouraged. In 
particular, communities are urged to participate in 
prepayment group insurance plans to aid citizens in 
better meeting their health needs. 

Proposals for government-administered health in- 
surance are opposed because: 

There is no evidence of a present crisis in the 
health field. United States medical care is far su- 
perior to that of any nation, some of which have 
compulsory medical care plans. 

The term “free” medical care has been used 
falsely. With estimates of the ultimate costs of such 
insurance approaching 8 ‘per cent to 10 per cent of 
covered payrolls to be split between employer and 
employee, we believe such costs to be prohibitive. 
Payroll deductions and payments by ‘self-employed 
would, if sufficient to cover the cost, substantially 
increase the current tax bills of each participant. 
Failure to meet costs in this manner would necessi- 
tate heavy withdrawals from the general treasury, 
every penny of which comes from the taxpayer's 
pocket. 

Certain abuses of the system by selfish and neu- 
rotic patients appear unavoidable with the result 
of overcrowding health facilities to the exclusion 
of many of the bona fide sick. 

Lowering of the quality of medical care will re- 
sult from the loss of personal contact between phy- 
sician and patient—to the end of ultimate loss of 
the basic ingredient of good medical practice, the 
human touch. Assembly line techniques and hurried 
examinations will be coupled with the probability 
that patients will have no assurance that they will 
be able to select and get the doctor of their choice. 

No compulsory health plan can guarantee medi- 
cal service to all. Only as doctors and health fa- 


cilities are available and their time can cover all 
those requesting attention can any plan provide 
complete medical care coverage. 

Such plans would eliminate all citizens’ initiative 
in the further development of present organized 
health services and substitute for it a sterile bureau- 
cratic administrative control inherently in opposi- 
tion to democratic processes. 


1951 


In the economic pattern of our thinking in the 
next few weeks, months, and even years, let us not 
forget that many of our patients, friends and rela- 
tives have lost their homes, their personal belong- 
ings, their life’s savings, and a few who have been 
buffeted by the waves of the heavy sea of life once 
too often, their spirit. 

Let us remember that our greatest asset, our pro- 
fessional education and knowledge, cannot be 
washed away by the torrents of a cloudburst or the 
rising waters therefrom. To the farmer whose crops 
stand in the field unharvested or uncultivated, to 
the mechanic whose belongings were washed away, 
to the elderly retired couple who have lost their 
home, to every citizen whose livelihood depends 
upon the many flood stricken industries of our 
state, we can and must be patient and charitable. 


An Editor Views Medicine 


At the Conference of Presidents and Other Offi- 
cers of State Medical Associations held at Atlantic 
City on June 10, 1951, Mr. Edwin F. Abels, pub- 
lisher of the Lawrence Outlook and past president 
of the National Editorial Association, was a featured 
speaker. The title of his address was “An Editor 
Views Medicine.” 

He presented an excellent paper and was easily 
the highlight of the meeting. His friends from 
Kansas who heard him were proud of what he said. 
Much of his address could well be reprinted. It was 
filled with good Kansas common sense and rich in 
applicable humor. In one place he told of the at- 
titude of the National Editorial Association and its 
views toward socialism as follows: 

Your friends, the publishers, have not stopped 
in their fight for better government: It is a never 
ending fight. In our spring convention held in 
New York City in April of this year the National 
Editorial Association, after the excellent address 
given by Dr. Louis H. Bauer, chairman of your 
Board of Trustees, passed the following resolution: 

“Whereas we believe that an outstanding con- 
tribution, during the past year, to the cause of in- 
dividual freedom and the maintenance of our Amer- 
ican way of life has been the nation-wide campaign 
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by the American medical profession in behalf of 
freedom for both physicians and the cause of po- 
litical freedom. 

“Therefore, Be It Resolved that we do publicly 
commend the doctors of our country for their en- 
lightened contribution to the American way of life; 
and do recognize this public service so ably per- 
formed by the American Medical Association, its 
officers, its Board of Trustees, its Campaign Com- 
mittee, and by Clem Whitaker and Leone Baxter, 
who directed the National Education Campaign of 
the American Medical Association.” 

The resolution was passed without a dissenting 
vote. Today, it is my honor and privilege to bring 
you greetings from our membership and to com- 
pliment you for your firm stand against the sociali- 
zation of your profession. It is our sincere hope that 
other national organizations will follow the exam- 
ple set by the great American Medical Association 
and arouse their membership to the peril that is 
upon us. The philosophy of our enemies is to divide 
and conquer. They expect to take us one group at 
a time. It is the duty and most important function 
of every national association, whether it be lumber 
dealers, hardware merchants, men in the various 
fields of transportation, men in the professions, 
newspaper publishers, doctors or any and every other 
type of national organization, to make every effort 
to block any and all government encroachment on 
business. We must stand together as a unit when 
our liberties and freedoms are at stake. This was 
one of the main themes in the National Editorial 
Association convention held at Seattle just a few 
days ago, and it has been stressed in practically every 
meeting of the association during the past decade. 


Federated Fund Raising 


Editor's Note. This editorial on a much discussed 
subject was prepared by request by a person expe- 
rienced in fund raising campaigns. 

There is a lot of talk these days about “federated” 
fund raising. If the issue hasn’t been raised in your 
community as yet, it’s a 100 to one shot that it will 
be, and you, more than likely, will be asked to ex- 
press an opinion on how you feel about it. 

The idea of the “federated drive” is based on the 
principle that all charitable, educational, and health 
agencies, which now raise their funds through sep- 
arate and independent financial campaigns, could 
all be lumped together into a once-a-year, super- 
community chest which would raise enough money 
for everything and everybody. The proponents of 
this idea, aided, abetted, and encouraged by the Na- 
tional Council of Community Chests and Councils, 
point out that such a plan would (1) eliminate the 
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so-called “bother” to the average business and pro- 
fessional man of being solicited for a worthy cause 
at every whip-stitch, and (2) that it would protect 
the relatively small group of public-spirited citizens 
in each community who are called to work on in- 
dependent drives several times during the year. 

The idea seems like a good one on first glance, 
but it is being questioned by an equally sincere 
group of citizens who feel that there may be more 
involved in the problem than meets the eye. The 
resistance movement is being headed for the most 
part by the “national voluntaries” which includes 
the Red Cross, the American Cancer Society, the 
National Foundation for Infantile Paralysis, and the 
National Tuberculosis Association. 

Since the medical profession was primarily re- 
sponsible for bringing into being at least three of 
these organizations, and since, as in the case of the 
American Cancer Society, at least half of the mem- 
bers of the governing boards are doctors, it might 
be well to take a look at their point of view. 

There are numerous reasons why these national 
organizations feel responsible for maintaining their 
separate identities in fund raising, the most im- 
portant one being the devitalization of agency ac- 
tivity when they are required to join with many 
other organizations. It has been the experience of 
all these organizations that when fund raising re- 
sponsibility for any given cause is taken away from 
the agency, the interest in the cause disintegrates 
and the volunteers rapidly lose interest. 

Take the case of the Kansas Division of the 
American Cancer Society, for example, whose pri- 
mary responsibility at the state level is public edu- 
cation. It is generally believed in medical circles 
that while cancer is generally fatal if untreated, or 
if treated too late, the fact is that cancer is among 
the most curable of the major causes of death. At 
the present time there is a dramatic differential be- 
tween what can be done and what actually is being 
done in every type of cancer. 

On the basis of what is now known about the 
disease, the only way to reduce this differential is 
through public education, since the cancer patient 
must be motivated to shorten the critical delay be- 
tween the discovery of symptoms and his desire to 
seek competent medical advice. The Kansas Divi- 
sion is extremely proud of the fact that its public 
education program is carried on by volunteers, and 
that its effectiveness is possible only because of the 
devotion and interest of this large group of public 
spirited citizens. Therefore the Society feels that it 
could not perform its full responsibility to the peo- 
ple of the state if it were asked to subscribe to any 
plan which would undermine the interest and ef- 
fectiveness of its local county units. 
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Another strong argument against the single, 
united fund campaign is that it cannot possibly in- 
clude all the financial appeals which will arise dur- 
ing the course of a year. Most local communities 
have a community chest drive in the fall which 
raises money for local welfare and recreational needs. 
In addition, the polio drive in January, the Red 
Cross drive in March, and the Cancer Crusade in 
April, are the only appeals which are organized on 
a personal solicitation basis. Even if all these or- 
ganizations were included int a federated drive, they 
would constitute only a small portion of the appeals 
which the average business man is called on to sup- 
port. The various local organizations such as 
churches and youth groups would still be free to 
“bother” the business man for their own particular 
appeals for funds. 


Therefore, any self-constituted group which at- 
tempts to organize an all-inclusive campaign faces 
a much greater responsibility than the relatively 
simple task of raising money. They virtually prom- 
ise their constituency that no other requests for 
funds will be made. In making such a promise, 
they imply a control over the free choice of the 
people as to how, to whom, and when they can give 
of their means as an expression of their interest in 
a given cause or program. Most Americans believe 
that people should have the right to decide for 
themselves what they will give, and how much; and 
that no organization, no matter how wise and ef- 
ficient it may be, should take upon itself the power 
to compel people to give: other than in accordance 
with their own wishes. 


The people of Kansas have consistently believed 
that monopoly and dictatorship, whether it be in 
the field of business or philosophy, is bad; and that 
it would be a tragic thing from the standpoint of 
free enterprise to support any movement which is 
so clearly opposed to individual initiative. There 
are many who feel that the arguments against fed- 
erated fund raising are based on the same principles 
as the arguments of the medical profession against 
socialized medicine. 


Obviously there are two sides to this problem, 
and both sides are going to need patience and flexi- 
bility to reach an amicable agreement. We call these 
points to your attention in order that you may be 
aware of some of the basic principles involved when 
you are called on to express an opinion or to be a 
member of a planning group in your community. 


Please notify the Executive Office of the Kansas 
Medical Society, 512 New England Building, To- 
peka, Kansas, of any change in address. 
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SOCIALIZED MEDICINE 


This is the 21st of a series of articles dealing with 
federal compulsory health insurance. These are de- 
signed to give the physician factual information and 
reliable data which may be used in the preparation 
of articles or speeches on this important subject. 
Additional material will be presented in subsequent 
15 SUeS. 

The Communist Threat to America 


The Texas State Journal of Medicine printed a 
speech by Martin Dies, former United States Con- 
gressman and chairman of the House Committee on 
Un-American Activities, which was delivered be- 
fore the annual session of the Texas Medical Asso- 
ciation, May 1, 1951. We sincerely recommend the 
following excerpts from this remarkable address to 
the medical profession of Kansas for some of the 
most revealing information yet to be published on 
Communist activities in the United States. 

* * * 

In 1938, when we seized the records of the Com- 
munist Party and its subsidiary and auxiliary or- 
ganizations and all of the numerous fronts estab- 
lished by the Communist Party, we discovered 
among other things that literally thousands of so- 
called Americans had traveled, at the expense of the 
Soviet government to Russia, where they had been 
educated in the labor schools of Leningrad and Mos- 
cow. They had been taught the use of explosives, 
how to sabotage, parliamentary tactics, and how to 
appeal to class warfare; how to arouse hatred against 
the so-called ruling class. . . 

In 1938, our Committee, after receiving the in- 
disputable evidence, unanimously found that nearly 
one-half of the executive officers of the C.1.O. were 
members of the Communist Party and that 21 inter- 
national unions affiliated with the C..O. had en- 
trenched communist leadership. 

When we got that evidence in the beginning, I 
went to John L. Lewis and pleaded with him to co- 
operate with the Committee in expelling these 
traitors from his organization. Mr. Lewis arrogantly 
and indignantly said: “Yes, we have communists in 
the C.LO. We have Catholics, Gentiles, Jews, and 
Protestants, and we have Democrats and Republi- 
cans, and the Communists have the same right to 
occupy positions of leadership in our organization 
as anyone else.” 

...I was told that funds for my Committee 
would be withheld if the hearing on communism 
in the C.1.O. was held. 

Then I received a summons to the White House, 
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and President Roosevelt said: “You cannot go for- 
ward with this investigation because if you do, you 
will antagonize the C.1.O. in the doubtful districts 
and states of the United States, and it will hurt the 
Democratic Party.” 

I then turned to the President and said, “I love 
the Democratic Party, but I can never forget some- 
thing my father said to me before he died. He said, 
‘Son, some day you may aspire to public office and 
some day you may attain an important position of 
trust; some day you may have to choose between 
your country and your party. If that day ever comes, 
make no mistake—choose your country, because 
your country is infinitely more important than any 
political party on earth.’” 

. . . The Un-American Activities Committee dis- 
covered also from the records of the Communist 
Party that some 2,000 government officials and em- 
ployees belonged to this communist conspiracy. . . 

I pleaded with the President as fervently as any 
man could plead with another to do something 
about it. The President turned with a smile upon 
his face and said, “This thing is not as bad as you 
think. I am no communist and I don’t agree with 
communism; but I have several good friends who 
are communists, and I think we can and must do 
business with Stalin and that the Soviet Union is 
our natural ally.” 

. . .What did they (the communists) do? They 
exerted more pressure on the politicians in Wash- 
ington than all the rest of the people of this coun- 
try put together because they were the balance of 
power in many districts and in many states. . . 

That was the beginning of socialized medicine. 
That is the reason that in 1945 the Federal Security 
Agency issued a pamphlet in which it boldly an- 
nounced that the purpose of the Social Security 
program was to socialize the United States; that we 
could not bring about socialization except by such 
methods. In 1949 Mr. Oscar Ewing, who was then 
head of the Federal Security Agency, reprinted and 
redistributed that pamphlet. Mr. Ewing, who in 
Houston characterized the American medical pro- 
fession as stupid and ignorant, is doing more for 
the cause of communism in America than any 
known communist because whether he knows it or 
not, he is advocating the very essence of com- 
munism. 

Our Committee sought in every possible way to 
get rid of those 2,000 communists in the govern- 
ment not only because they were stealing invaluable 
secrets, but because they were shaping and influenc- 
ing our foreign policy to serve the cause of Stalin 
throughout the world. . . We told the country that 
the 2,000 were stealing every important secret of 
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our government and that Russia would be able to 
rearm immediately and threaten the world. 

Nothing was done about it. . . 

In desperation in 1941 I went before the House 
of Representatives and made a motion that we ap- 
propriate $100,000 to the Department of Justice 
with instructions for the Department to take our 
evidence, re-examine it, and re-investigate and, if 
they found we were right, to expel the traitors from 
the government. The Congress supported my mo- 
tion, 20 to one, and we gave to the Department of 
Justice $100,000, but the Department refused to 
carry out the investigation. 

At the next session, I came before the Congress 
again and reported that every effort we had made 
to get the eyes and ears of Stalin out of the govern- 
ment had failed. I then made a motion to strike 
from the appropriation bill the items providing for 
the payment of salaries to the worst offenders. Again 
the House supported me, and we struck the items 
from the appropriation bill in 1941, just before the 
outbreak of war. The President and the Executive 
Department defied Congress and kept those com- 
munists on. 

What happened? They were able to supply Rus- 
sia with invaluable secrets and enable Russia to 
speed up her rearmament by 25 years. Anyone who 
tells you that Russia would have discovered the 
atomic bomb process and all of these other secrets, 
if left to her own ingenuity and inventiveness, cer- 
tainly does not understand Russia or the history of 
inventions. No slave state can invent. No slave 
state can conceive. If Russia had not been able to 
steal these secrets from America, it would have 
been 25 years before she could have built up the 
mighty war machine that now threatens the 
world. . . 

What are you going to do about it? You have 
been the target of the abuse and the propaganda of 
this United Front from the beginning. Why? First, 
because the United Front leaders realized they could 
never communize America until they first have 
enslaved the medical profession and its allied 
groups. . . 

You thought for a long time that all you had to 
do was to be good doctors, minister to the sick, and 
be intelligent and helpful to your community. That 
is not enough. You have to learn what every other 
decent American who wants to preserve the heritage 
of his country must learn: You must enter the field 
of politics. You must become interested in the 
preservation of free government. If you don’t you 
will lose it in the next 10 years or sooner. 

Not only are your patients deeply interested in 
this cause, not only do you have a solemn and posi- 
tive duty to all the patients of America to keep this 
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leprous hand from the throat of the medical pro- 
fession, but every industry and every business in this 
country is equally interested with you. 

The moment socialized medicine fastens thc 
chains upon your profession, the next step will be 
socialism in every other industry and in every othe: 
business in our land. Your task is to go forth and 
convince all our people that this is not your figh: 
alone. It is the fight of every decent American who 
is opposed to the omnipotent state and who believes 
in the dignity of the individual and in the inviol- 
ability of man. It is the fight of everyone who wants 
to preserve the bright heritage of freedom so his 
children and grandchildren and all the children that 
are yet to come into the world may live in this land 
of freedom and opportunity. 


Clinical Conference in Kansas City 


The 29th annual fall conference of the Kansas 
City Southwest Clinical Society will be held Octo- 
ber 1-4, inclusive, in the municipal auditorium, 
Kansas City. The scientific program will include 
papers by well known guest speakers, and features 
will be daily medical and surgical round table 
luncheons, a clinicopathologic conference on Mon- 
day evening, entertainment on Tuesday evening, 
panel discussions and sectional lectures. 

Among the guest speakers are the following: 
Dr. Edward F. Bland, Boston, Dr. Verne R. Mason, 
Beverly Hills, and Dr. H. Marvin Pollard, Ann 
Arbor, internists; Dr, John W. Cline, San Fran- 
cisco, Dr. Warren H. Cole, Chicago, Dr. Mims Gage, 
New Orleans, and Dr. Herman E. Pearse, Rochester, 
New York, surgeons; Dr. A. W. Adson, Rochester, 
Minnesota, neurosurgeon; Dr. Ross Golden, New 
York, radiologist; Dr. William F. Mengert, Dallas, 
obstetrician-gynecologist; Dr. Harold A. O’Brien, 
Dallas, urologist; Dr. Heyworth N. Sanford, Chi- 
cago, pediatrician; Dr. George Saslow, St. Louis, 
neuropsychiatrist; Dr. J. R. Schenken, Omaha, path- 
ologist; Dr. I. S. Tassman, Philadelphia, ophthal- 
mologist; Dr. Edward B. Tuohy, Washington, an- 
esthesiologist. 

Dr. John W. Cline, president of the American 
Medical Association, will present the citizen-physi- 
cian problem, “The Responsibility of the Individual 
Physician,” on Tuesday morning. 

Daily features will include anatomical demonstra- 
tions, scientific and technical exhibits, scientific 
movies, and radio broadcasts. 

A registration fee of $20 will be charged. Com- 
plete information may be obtained from the sv- 
ciety’s executive office, 630 Shukert Building, Kan- 
sas City 6, Missouri. 


BLUE SHIELD 


Blue Shield Income Levels 


The service provision of the Blue Shield Agree- 
ment is regarded as the substance of the medical 
profession’s effort to provide an economical prepay- 
ment plan to people of low incomes. The new in- 
come levels of Kansas Blue Shield effective August 
| are as follows: 

Single Member $2,000 
Family Member $3,000 

These income levels were arrived at after very 
careful consideration by representatives of the medi- 
cal profession. In meetings held in all councilor 
districts with district Blue Shield Relations Com- 
mittees, a most thorough discussion was carried out 
in regard to what the income levels should be. The 
majority of district representatives seemed to feel 
that the family income level should be about $3,600 
with perhaps a lower amount for married couples 
without children. In fact it was the general con- 
sensus of all physicians considering the subject that 
the income levels should be $2,000 for single per- 
sons; $3,000 for husband and wife; and $3,600 for 
families. When final decision was reached on this 
subject by the Blue Shield Board in its annual meet- 
ing, it was decided to adopt a more careful approach 
to any change in the income levels. 


The basic reason for adopting the maximum of 
$3,000 for family members was that it is still quite 
possible that the Blue Shield Schedule of Payments 
contains some inequities; that to adopt a relatively 
higher income level which would bring a large per- 
centage of patients into the service bracket might 
work a hardship on physicians in some areas. There 
was a general feeling that $3,600 would encompass a 
fairly large segment of members in many localities. 
For example, in some areas the physician representa- 
tives fele that $3,600 would take in almost all of 
their practice. Nevertheless, in those areas the doc- 
tors felt that the Blue Shield Schedule of Payments 
nearly equaled their going charges. 

However, the Blue Shield Board acted wisely in 
adopting a policy of gradual change in connection 
with income levels. This subject was discussed with 
representatives of the members in member council 
meetings throughout the state. It did not emerge as 
a vital point in their consideration. But many mem- 
bers did feel that $3,600 was reasonable in view 
of today’s cost of living and the difficulty people 
would have in paying additional amounts to physi- 
cians over and above the Blue Shield payment. Some 
representatives of members made the point that the 
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combined Blue Cross-Blue Shield dues which would 
now amount to $91.20 per year are about as much 
as people making $3,600 can afford, especially since 
there are quite a few medical and hospital services 
not covered under the prepayment plans. 

Certainly the subject of the income levels is one 
which should receive continuing study by Blue 
Shield Relations Committees and all participating 
physicians. 

As of August 1, when the provisions of the new 
Blue Shield Agreement go into effect for most 
members, it is important that participating physi- 
cians honor the new income provisions. Questions 
have arisen as to the method of determining farm 
and other non-salaried income. Apparently there is 
no ironclad solution to this question, although a 
great deal of consideration was given to it. In order 
to help both the physician and the member arrive 
at equitable settlement in borderline cases, the Blue 
Shield Agreement contains the following clause: 

“If the member's annual individual or combined 
family income exceeds the amounts stipulated above, 
or when there is reasonable evidence that the aver- 
age annual income of non-salaried members for the 
three-year period immediately preceding service ex- 
ceeds the amounts stipulated above, then the par- 
ticipating physician may charge the member the 
difference between his usual fee and the payment 
in the Blue Shield Schedule of Payments.” 

The doctors on the Blue Shield Relations Com- 
mittee as well as representatives of members felt 
that the patient-physician relationship would obtain 
in almost all of these cases. In other words if the 
patient and the doctor will get together on a reason- 
able basis the chances are that very few arguments 
will arise out of this provision. The Blue Shield staff 
stands ready to help any physician work this prob- 
lem out whenever it becomes acute between him 
and his patients. It would seem that the burden of 
proof as to qualifying under the low income pro- 
vision lies on the member and the member should 
be willing to supply the physician with any in- 
formation which he requests in establishing a mem- 
ber’s income. 


Britain’s national health service celebrated its 
third birthday last month and, according to reports 
reaching the American Medical Association, a half 
million patients are on hospital waiting lists and 
more than 10,000 tuberculosis cases are awaiting 
admission to sanatoria. Since the service started in 
1948, druggists have dispensed an average of five 
prescriptions a year for every man, woman, and 
child in the country. During the current year, na- 
tionalized medicine will cost Britain 1.3 billion dol- 


lars. 
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Case Report from the University of Kansas Medical Center 


"Dumping Syndrome?" A Fatal Case 
Clinical Pathological Conference 


Edited by Glen R. Shepherd, M.D., and Mahlon H. 
Delp, M.D., from recordings of the conference participated 
in by the departments of medicine, pathology, roentgen- 
ology, surgery, and the junior and senior classes of medical 
students. 

Case Presentation 


Z. T., a 40-year-old white male, was admitted to 
the Kansas University Medical Center on September 
9, 1950, and expired November 14, 1950. 

Chief complaints were edema, dermatitis, and 
diarrhea. 

Past history: A diagnosis of duodenal ulcer was 
made in June, 1946. Improvement in symptoms fol- 
lowed medical management. Symptoms recurred in 
February, 1948. Medical management was unsuc- 
cessful on this occasion because obstruction occurred. 
a subtotal gastrectomy was done in October, 1948. 
A gastro-enterostomy was done with difficulty be- 
’ cause of the low lying position of the jejunum. 
The pathologist reported it as chronic duodenal 
ulcer. Weight at the time of surgery was 165. Im- 
mediately after surgery, diarrhea with six to eight 
watery stools daily developed. Weight apparently 
was maintained until October, 1949, but then fell 
gradually to 119 on admission here. Anorexia be- 
' came marked during this period; diarrhea persisted. 
Edema developed in May, 1950. Thrombophlebitis 
developed in June and September, 1950. 

Physical examination showed malnutrition, ana- 
sarca, avitaminosis, and ascites. The temperature was 
100.4°F., pulse 100, respiration 18, and blood 
pressure 110/70. Head and neck were negative 
except for a marked glossitis. The heart was not 
enlarged to percussion; sounds were clear and regular 
with a Grade I blowing systolic apical murmur. Fine 
moist rales were heard in the lung. bases. Liver 
could be palpated two cm. below the costal margin. 
A diffuse exfoliative dermatitis was noted over the 
body. No other physical findings were notable. 

Laboratory findings on admission were as follows: 
Urine was acid in reaction with a specific gravity of 
1.010, albumin negative, sugar negative, and micro- 
scopic negative. Complete blood count showed 
3,550,000 red blood cells; 9,250 white blood cells; 
66 per cent hemoglobin; 77 polys, 19 lymphocytes, 
and four monocytes. Serology was negative. N.P.N. 
was 24.1 milligrams per cent, creatinine 1.2 mgm. 
per cent, sugar 56 mgm. per cent, chloride 73 milli- 
equivalents, sodium 145 meq. and potassium 6.5 
meq. Stool fat: total weight 16 gms. (dry), fat 29.3 
per cent, free fatty acid 2.7 per cent, neutral fat 23.4 
per cent, saponified 3.2 per cent. Eight stools were 
negative for pathogens, ova and parasites. Blood 


cultures were negative. Agglutinations for typhoid, 
paratyphoid and brucella were negative. Liver 
function studies showed the following: alkaline 
phosphatase 8.5 King-Armstrong units, total serum 
bilirubin 0.5 mgm. per cent, bromosulphthalein 0), 
cephalin cholesterol 3 plus, thymol turbidity 3.5 
units, serum albumin 1.5 gm. per cent, serum glob- 
ulin 2.0 gm. per cent, urine urobilinogen 0.3 mgm. 
per cent. 

On October 5, 1950, the complete blood count 
showed 5,310,000 ted blood cells; 11,600 white 
blood cells; 97 per cent hemoglobin; 87 polys, and 
13 lymphocytes. 

On October 31, 1950, laboratory findings showed 
the following: N.P.N. 30.8 mgm. per cent, creatinine 
1.2 mgm. per cent, carbon dioxide 20.7 meq., sodium 
150 meq., potassium 3.5 meq., chloride 106 meq. 

On November 12, 1950, the findings were: N.P.N. 
36 mgm. per cent, creatinine 1.2 mgm. per cent, 
sugar 50 mgm. per cent, carbon dioxide 20.3 meq., 
sodium 138 meq., potassium 5.5 meq., and chloride 
113 meq. 

On November 13, 1950, findings were: N.P.N. 
36 mgm. per cent, creatinine 1.2 mgm. per cent, 
sugar 42 mgm. per cent, carbon dioxide 20.7 megq., 
sodium 137 meq., potassium 3.8 meq., and chloride 
111 meq. 

Hospital course: Intermittent fever to 101.6°F. 
persisted until October 9, 1950. Temperature re- 
mained normal thereafter. Thombophlebitis devel- 
oped in the left leg on September 24, 1950, and the 
patient had a pulmonary embolus on September 26, 
1950. The left common femoral vein was then 
ligated on the same date. The patient was given 
massive vitamin therapy with a high carbohydrate, 
high protein and low fat diet. At no time did he eat 
well. Banthine was given in an attempt to control 
the diarrhea, but without success. Improvement 
followed transfusions of whole blood. Attempts to 
remove edema with mercurials were successful but 
edema fluid reappeared promptly after therapy 
ceased. 


On November 1, 1950, ACTH was started at 10 
mg. every six hours. This was accompanied by 
large doses of vitamin C and potassium chloride, 
grams 1.0 four times daily. Little, if any, improve- 
ment was noted on this regime. On November 1}, 
1950, the patient became comatose. Following trans- 
fusion with 500 cc. whole blood, he awoke but 
seemed somewhat lethargic the remainder of the day. 
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On November 17, 1950, he developed pulmonary 
edema, lapsed back into coma, and expired at 11:30 
a.m. 

Question: Within how long a period of time 
after they had been raised to normal did the serum 
proteins revert to this alarmingly low level?. 

Dr. Mahlon H. Delp: Actually the serum proteins 
were never at a very high level. While they were 
temporarily elevated at times when his edema was 
lessened following plasma, albumin, or transfusions, 
the protein level stayed up only a few days. 

Question: How did the blood pressure act in the 
last few days? 

Dr. Joe Stockard (Medicine Resident): It was 
unchanged. It remained at essentially the same level 
at all times until the terminal hours when it became 
low. 

Question: Were any barium studies done to deter- 
mine the motility of the gut, its operation or 
rapidity of descent? 

Dr. Stockard: Yes. 

Question: Did he ever vomit any fecal material? 

Dr. Delp: No, he did not. We do have a 
description of this operation that was performed on 
him—a rather detailed description which we can 
go into a little later. 

There are a couple of other features that I think 
perhaps Dr. Stockard did not mention. One of this 
patient's major complaints was distention. It was 
worse when he had more ascites, but not necessarily 
so. It was for that reason he refused to eat, although 
you must understand that he was emotionally un- 
stable and difficult in many respects. I think this 
refusal to eat sometimes was because of true physi- 
cal discomfort. 

We have some EKG’s at this time. 

Dr. E. Grey Dimond (Cardiovascular Section) : 
The most striking thing about the EKG taken on 
the day of admission is the absence of T waves in 
Lead I and their depression in the chest leads. The 


QT interval is approximately 0.46 second. Was his _ 


potassium low at that time? 

Dr. Stockard: It was within the lower limits of 
normal. 

Dr. Diamond: The EKG of November 13, the day 
before his death, showed regular rhythm with a sinus 
bradycardia for some reason. The QT interval is 
prolonged. I would suspect that he had hypopotas- 
semia. As to why he would have marked brady- 
cardia, I don’t know. Did he have it clinically, Dr. 
Delp? Was it striking? 

Dr. Delp: No, it was not striking. 

Dr. Dimond: His rate here would be 60 which is 
rather unusual for a man who had pulmonary edema, 
an embolism, and has anemia. 

Dr. Galen M. Tice (Roentgenology): The chest 
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film of September 9 was considered to be essentially 
normal. The heart is normal in contour, size, and 
pulsation. A film of the abdomen didn’t show any 
unusual gas shadows. 


On the 11th of September, an examination of 
the gastro-intestinal tract was done. Only a small 
segment of stomach, about 1/20, remained. The 
barium passed through the stomach so extremely 
rapidly it was hard to get a film to show the stomach. 
The barium passed through within three minutes. 
It, also passed rapidly through the small gut. At the 
end of 14 hours, no barium was left in the stomach 
and some had entered the colon. At three hours 
most of the barium was in the ascending colon. I 
didn’t see any stomal ulcer or any other pathology 
relating to the upper gastro-intestinal tract. 


A barium enema was done. I was somewhat con- 
cerned over a constriction close to the splenic flexure 
in the transverse colon. A subsequent evacuation 
film was done and I was inclined to think the colon 
was normal on the second examination. 


We were impressed with the fact that the re- 
maining portion of the stomach emptied extremely 
rapidly. 

Differential Diagnosis 

Mr. Chester Scott (Medical Student): In con- 
sidering the differential diagnosis of this case we 
have to think of the causes of chronic diarrhea. 
These are quite numerous and include chronic ulcer- 
ative colitis, tuberculous enteritis, bacillary dysentery, 
amebic dysentery, parasitic dysentery, regional enter- 
itis, sprue, pancreatic disease, carcinoma of the colon 
and many others. 

I think that parasitic, bacillary, and amebic 
dysentery can be ruled out fairly easily by the eight 
negative stools for ova, pathogens, and parasites. Also 
he had negative blood cultures and negative agglu- 
tination tests. Ulcerative colitis can be thought of 
but it is usually characterized by exacerbations and 
remissions of bloody diarrhea with mucus and pus 
in the stools. The x-rays of the colon are definitely 
not characteristic of ulcerative colitis. Sprue may be 
thought of perhaps, but here again the picture is 
not at all typical. Such patients have frothy foul 
stools, increased amount of fat, and develop a 
macrocytic hyperchromic type of anemia. 

Regardless of the cause of the diarrhea, the patient 
certainly had severe chronic malnutrition and avita- 
minosis. This is evidenced by the anorexia, loss of 
weight, glossitis, dermatitis, anemia, severe hypo- 
proteinemia and anasarca. 

I believe the dumping syndrome has to be con- 
sidered in this patient although it is a very severe 
picture for this syndrome. The dumping syndrome 
occurs in five to 25 per cent of all cases of subtotal 
gastric resections. It also occurs following simple 
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” gastro-enterostomy and even in some normal indi- 
viduals. 

There are two types of the dumping syndrome, the 
early postprandial type and the late postprandial or 
hypoglycemic type. The clinical picture usually 
begins shortly after surgery and the patient has 
symptoms 10 to 20 minutes after eating. In 
some cases they have prodromal symptoms which 
include fullness in the ears, licking of the lips, and 
swallowing. They also often have hot flashes, nausea 
and vomiting, abdominal pains, palpitation, sweat- 
ing, weakness, and dizziness. Quite often these pa- 
tients have symptoms only after breakfast or after a 
certain meal, or after eating too rapidly. They often 
have marked psychoneurotic stigmata. 

Theories of etiology are the hypoglycemic theory, 
hyperglycemic theory, and the theory of dilation and 
irritation of the jejunum. I think the latter theory 
is probably as good as any. It holds that the presence 
of hypertonic solutions in the jejunum draws enough 
fluid into the lumen to cause marked dilation. 

In this patient one certainly has to consider an 
inadvertent gastro-ileostomy. There are 27 cases of 
this reported in the literature and probably most of 
them have been associated with inexperience in 
surgery. Usually the surgeon simply fails to properly 
identify the jejunum by following it down from the 
ligament of Trietz. Such patients usually have an 
unexplained diarrhea and sometimes vomiting with 
abdominal pain. They also have marked loss of 
weight. The diarrhea develops shortly after surgery. 
Generally, it can be diagnosed by x-ray studies 
showing rapid filling of the colon after barium 
swallow. 

My diagnosis in this case is a severe dumping 
syndrome with chronic malnutrition and avitamin- 
osis. I think the terminal picture was acute pul- 
monary edema and cardiovascular collapse. 

Dr. Delp: Do you think the electrolyte disturb- 
ance had anything to do with his exodus? 

Mr. Scott: I think he did have some electrolyte 
disturbance and possibly it did. His potassium was 
cut down to 3.5. 

Dr. Delp: Dr. Allen, you saw this patient at a 
distance for a long period of time. Do you have 
any ideas about his underlying disease? 

Dr. Max Allen (Medicine): This patient’s de- 
scription of the distention and fullness which Dr. 
Delp mentioned—being of such severity that he 
almost refused to eat—was certainly classical of what 
has been reported in the dumping syndrome. Theo- 
retically it is due to the rapid distention of the 
jejunum as the stomach empties. In many respects 
it is a disturbance of nutrition, of protein and electro- 
lyte deficiencies. The diarrhea which occurs quite 
commonly in patients with starvation who are then 
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fed might seem also to be of the same nature as 
what happened here. 

Because the patient had anasarca, anemia and 
symptoms of jejunal distention, we felt that it prob- 
ably was a dumping syndrome. Although usually you 
don’t expect these patients to die, they do sometimes. 

Dr. Delp: Dr. Allen, do you recognize a syndrome 
of irreversible starvation? 

Dr. Allen: Yes. I think there is such. a thing. 
The underlying factor of such severe starvation is 
perhaps not too well worked out. Perhaps it is 
associated with defects in the enzyme systems in 
the liver which have to do with gluconeogenesis and 
glucolysis on the one hand and synthesis and the 
deaminization of proteins on the other. I think it 
has been shown that proteins and amino acids are 
not deaminized well by the livers of starved patients. 
Perhaps there is an end point beyond which return 
to normal function of deaminization is impossible. 

Dr. Delp: Dr. Schafer, I would like to have some 
comments from you after the pathologists have re- 
ported on this case. But would you care to comment 
now? 

Dr. Paul Schafer (Surgery): We were asked to 
see this patient after he had the pulmonary embolus. 
We took what we thought was the most conservative 
course open to us. We did a simple ligation on the 
right and thought we were sure that the embolus 
had come from that area. As I recall, he had a history 
of an old thrombophlebitis in the opposite extremity. 
Anyway, we don’t feel that contributed a great deal 
to the final outcome., 

I would like to comment that I have never seen 
such an emaciated malnourished individual without 
there being some serious mechanical defect. I have 
seen the dumping syndrome in fairly severe form 
but I don’t believe I have ever seen it quite this bad, 
and yet that was the diagnosis we thought correct. 

Just to be on the record here, I am at a loss about 
the inclusion of this comment from the previous 
operating surgeon that he had an extremely low- 


. lying jejunum. I have never encountered a low- 


lying jejunum. That ordinarily means that the parts 
were not properly selected for operation. I am at loss 
to understand the meaning—perhaps the inference 
is that he had such a large pancreas that the root of 
the mesentery was displaced inferiorly. With that 
implication carried on over into the explanation of 
the difficulty, one would certainly be interested in 
knowing more details about his ability to handle fat. 
When we saw him, we were not seriously considering 
this a fatty diarrhea—at least I don’t recall that dis- 
cussion. 
Pathology Findings 

Dr. William Spicer (Pathology Resident) : Gen- 
eral inspection revealed the body to be that of a 58- 
year-old white male who had extreme muscular 
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atrophy and marked emaciation. The body was ap- 
proximately six feet in length and appeared to weigh 
about 90 pounds. There was marked pigmentation 
over the forearms, pulplish in color, and rather large 
raw areas of ulceration. The skin over the whole body 
was dry and sparse with noticeable lack of resistance. 
There was generalized anasarca, involving particu- 
larly the legs and scrotum. 


The peritoneal cavity contained 4000 cc. of straw- 
colored fluid. There were numerous adhesions in 
the region of the epigastrium and in the right upper 
quadrant. 

The thoracic cavity contained 1000 cc. of fluid on 
the right and 500 cc. on the left. The left lung ap- 
peared’ to be partially atelectatic in the lower lobe 
with a dark, purplish discoloration and a spongy 
feeling. The relation of the organs was normal. 


The pericardial sac contained about 50 cc. of 
straw-colored fluid. There were no adhesions. The 
heart weighed about 200 grams. It was small and ap- 
peared flabby and dilated. The tricuspid valve ring 
measured 12 cm., the pulmonary 8 cm., the mitral 
10 cm., and the aortic 8 cm. 


The right lung weighed 875 grams, was partially 
noncrepitant, and had a spongy consistency. The 
cut surface exuded a large amount of brownish 
fluid. The right lower lobe showed one or two small 
areas of consolidation which were grayish in color. 
The bronchi and pulmonary arteries were patent. 
No thrombi or emboli were noted. However, the 
left lung weighed 525 grams. This lung was crepi- 
tant throughout except the lower one-half of the left 


Peritoneal pouch 
(mesenteric) 
containin 
part of duodenum, 
all of jejunum 
and part of ileum, 


Figure 1. Line drawing. 
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lower lobe which was atelectatic, spongy, and a dark 
purplish color. The lungs were essentially non- 
contributory. . 

The liver was also small, weighing 905 grams. The 
spleen, the pancreas, and the kidneys were essentially 
non-contributory as were the bladder, prostate, and 
adrenals. 

The gastrointestinal tract is illustrated in the 
line drawing. You'll have to visualize the esophagus 
and stomach as already having been cut open. There 
was approximately 10 cm. of stomach from the 
cardiac end to the line of anastomosis. Apparently 
this stump was atrophic, markedly dilated. From 
the stomach there were three openings in this anas- 
tomosis. One of them went off down into the 
left lower quadrant where it entered apparently 
what would be called the internal herniation or peri- 
toneal pouch containing a large amount of the 
small intestine. From this pouch, apparently, an- 
other portion came out and this led up to a blind 
pouch in the duodenum. The other connection of 
the anastomosis ran approximately two feet into the 
cecum and then the rest of the bowel went off all 
right. In other words, what I am saying is that all 
of that is a non-contributory portion of the bowel 
including all the jejunum, all the duodenum, and 
part of the ileum—leaving only two feet of the 
ileum where a gastro-ileostomy was performed. This 
was not distended, it was not necrotic, the blood 
supply was good. 


Figure 2. Three minutes after ingestion of barium, the small 
segment of the remaining stomach is particularly empty. The meal 
is passing rapidly through the small gut. 
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Provisional gross anatomical diagnoses, therefore, 
would be midline abdominal surgical scar, partial 
gastrectomy with gastro-ileostomy, emaciation with 
ulceration of the skin, generalized anasarca with 
hydroperitoneum and bilateral hydrothorax, pul- 
monary infarctions, acute cardiac dilatation, chronic 
passive congestion of lungs and liver. 


Dr. William Wyatt (Microscopic Pathology) : 
Pathologically, this is a case showing on histological 
examination the usual findings of starvation. The 
gross diagnosis has already been given. The only 
thing that we might add to that is a pretty severe 
parenchymatous degeneration found in the heart, 
liver, and kidneys. There was also a focal inflam- 
matory reaction, a bronchopneumonia, in the lungs. 


Dr. H. R. Wahl (Pathology): This patient had 
all the evidence of a nutritional edema. There was 
fluid in all the serous cavities. In fact, it showed the 
striking picture that we see in all conditions of in- 
anition. This looked like a patient who had been 
starved to death. Another interesting finding was 
the unusual dilatation of the stomach. The whole 
intestinal situation was rather difficult to work out. 
The liver presented a striking picture resembling 
acute hepatitis, although there was no jaundice. 

Dr. Delp: This is one of the most exasperating 
medical problems that I have ever encountered. It 
was exasperating simply because you felt upon look- 
ing at the patient and seeing him every day that 
there should be something that you could do to help 
him. Part of the time he did make an effort to eat 
and some of the time he did very well. 

We had ample opportunity to study electrolyte 
imbalance because from day to day it was rather un- 
predictable whether we would have to give the pa- 
tient hypertonic salt solution or whether we would 
have to restrict salt intake. The edema could be 
controlled by mercurial diuretics until the time a 
mercurial sensitivity developed. There are many 
problems connected with this case for which solu- 
tions are desirable. 

For instance, what is the dumping syndrome? 
Just how or why does it occur? Even patients 
showing such severe malnutrition as this patient 
showed do eventually recover. What are the factors 
that have to do with recovery of some of these 
patients? How do they re-establish a new gastro- 
intestinal mechanical balance? I don’t know the 
answer to these questions but I believe they merit 
discussion. Why do some patients showing even as 
severe a malnutrition as this one eventually begin 
absorbing their food and return to normal adjust- 
ment? 

Dr. Paul Schafer: I don’t know the answers, but 
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I can certainly imagine that this comes very close to 
being an unworkable situation. In looking at those 
x-ray films, I was completely misled as to the amount 
of small intestine he had. In looking at the films, 
one would imagine in the light of his experience 
with other patients that there would be an adequate 
amount of small intestine there to allow this patient 
to maintain a reasonably normal state of nutrition. 

Furthermore, from the films alone as an indication 
of how much functioning intestine is in the con- 
tinuity of the GI tract, I would have imagined that 
there was a mechanical basis for his diarrhea. I do 
think this man clinically had what at least I have 
felt represented a functional difficulty of the type 
we call the dumping syndrome. I don’t know what 
the dumping syndrome is. I am certainly attracted 
to the concept of a reflex mechanism being operative 
together with mechanical factors. 

Patients I have seen with this syndrome have 

almost without exception responded to proper diet- 
ary management or at least they have shown an im- 
provement clinically that coincided with the institu- 
tion of the dietary program that tended to decrease 
the tonicity of their jejunum at the site of anasto- 
mosis. I have never before seen this severe a state 
of malnutrition in a patient who didn’t have some 
other, more pertinent, explanation for the problem. 
I would like to comment about the operation. At 
the time of the gastric resection I presume the en- 
trapment was existent before the gastrectomy, and 
probably there was no proper identification of the 
bowel. 
I cannot begin to point to any one defect that 
caused this patient's death. Any one of several 
changes is so extreme as to be responsible for his 
death. For instance, the hepatitis, the unpredictable 
electrolyte change and particularly depletion, as well 
as the severe malnutrition, are features capable of 
causing death. In this particular patient I think we 
have primarily a mechanical problem. 

Dr. Delp: Dr. Schafer, do you think that there 
can be stated arbitrarily any set length of small in- 
testine that a patient must have in order to live? 

Dr. Schafer: No. I don’t. 

Dr. Delp: Anybody have any opinions about that? 
Well, I suppose that you can’t arbitrarily state that 
four feet or five feet of small intestine are absolutely 
necessary to life. Doctor Wagenstein has had a 
rather large series of patients with massive small gut 
resections for mesenteric vascular lesions of various 
types. Many of those did have tremendous amounts 
of small intestine resected and lived. I think all of 
those patients went through periods in which they 
manifested a “dumping syndrome.” They had signs 
and symptoms very similar to this patient. But many 
of them did recover, some with 29 inches to 36 
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inches of small intestine. They apparently readjusted 
in some manner. I would like to know if there is 
any way of deciding who is going to readjust and 
whether or not there is any means that we can take 
to hasten the readjustment. : 

Do you have any opinion about that, Dr. Allen? 


Dr. Max Allen: I don’t think that glucose toler- 
ance tests would help you determine which patient 
might be more apt to develop a hypoglycemic dump- 
ing reaction. Since we see this same situation with 
gastro-enterostomy without resection of the stomach 
at all, I don’t think you can say that the amount of 
stomach removed is necessarily a factor. 


As a matter of fact, one patient who had a gastro- 
enterostomy and still had a functioning pyloric 
channel through the duodenum, developed a dump- 
ing syndrome if he sat or stood after eating and also 
developed a late postprandial hypoglycemic reaction. 
This did not occur if he lay on his left side after 
eating. The radiologist in that case demonstrated 
that with the patient lying on his right side after 
eating, the major portion of the barium passed out 
through the duodenum and around through the 
usual channel, whereas while siting or standing it 
went out through the enterostomy stroma. So I think 
that the lesion of the syndrome itself is due to dis- 
tention of the jejunum plus the hypoglycemic phase 
of it. 


Actually from all the evidence we have on the 
cases of this being studied, I think it is unusual that 
the patient doesn’t develop a dumping syndrome. It 
is remarkable that 75 per cent of the individuals 
usually are able to adjust to the situation. 


Dr. Delp: By inadvertent shunting this patient 
had only a small area of functioning small intestine. 
There have been isolated instances in which nutri- 
tional balance studies have been made on such 
patients, with regard to whether or not they are 
absorbing various food elements. All studies indi- 
cate that these patients absorb very little of their fat. 
Consequently you might wonder whether or not we 
shouldn’t have administered to this patient some 
substance which would have hastened or helped the 
absorption of fats. Such patients likewise do not 
absorb as much protein as under normal circum- 
stances. Many of them with as little as three feet of 
small intestine still absorb and utilize in the neigh- 
borhood of 70 per cent of their protein intake. The 
carbohydrates apparently are absorbed rather well, 
but it does seem that increasing carbohydrates results 
in distention, one of the factors causing patients 
so much discomfort following the development of 
this syndrome. That can easily be controlled by 
giving the patient a hyperalimentation diet. 


Dr. Tice: I would like to make a couple of com- 
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ments before we dismiss. I think ordinarily respon- 
sibility for diagostic help lies in the x-ray depart- 
ment. It can be of value in differentiating the loca- 
tion of the pouch—whether stomach or jejunum. I 
didn’t even think of the idea of a full pouch, how- 
ever, because I had full confidence in the surgeon. 
I assumed it was an artifact. 


Regardless of whether it was jejunum or ileum, 
this man had a dumping syndrome to the extent 
that the stomach emptied rapidly. But would the 
small amount of ileum he had take care of his nutri- 
tion? If his stomach had retained the barium much 
better than it did, would he have done better? 


That raises the question in my mind as to what 
causes the dumping syndrome. In another patient 
who had an operation for peptic ulcer with one- 
third of the stomach removed, he had no dumping 
syndrome at all. It emptied slowly and rhythmically. 
I wonder whether there is not more likelihood of 
disturbing the emptying mechanism when more of 
the stomach is removed. In the present case, almost 
all of the stomach was removed. I wondered whether 
it is necessary to remove so much of the stomach. 


Dr. Delp: I must credit Dr. Stockard with having 
suggested that this patient did have something 
similar to what was discovered, but he was unable to 
sell it to anybody. 


Summary 


An obvious problem of severe malnutrition of 
long duration seemed easily explained as resulting 
from a “dumping syndrome.” The patient's history 
of a peptic ulcer, the psychosomatic implications of 
this diagnosis and the observed emotional instability 
plus the accepted postoperative mechanical gastro- 
intestinal dysfunction which such patients have, ob- 
scured the true problem. X-ray studies failed to 
show the extent of the small intestinal shunt and 
hence the clue to inadequate absorptive intestinal 
area for adequate nutrition. 


The question as to just how much functioning 
small intestine is necessary for sustaining life is not 
settled and probably is subject to many variables. 


Early recognition with reoperation could have 
altered this case. 

Every fault of nutritional, fluid, and electrolyte 
disturbance could here be observed and their resis- 
tance to treatment was Clarified only at postmortem 
examination. 
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ACTIVITIES OF MEMBERS 


Dr. Howard E. Snyder, Winfield, left July 8 on 
a special assignment for the military in the Asiatic 
theater. He is serving as civilian consultant to the 
surgeon general and is inspecting medical installa- 
tions in Pearl Harbor, Japan and Korea during a 
30-day period. 


Dr. Edward D. Funk has closed his office in To- 
peka to begin a two-year residency in anesthesiology 
at the University of Kansas Medical Center. 

* * * 

Dr. O. W. Davidson, Kansas City, was guest 
speaker at a meeting of the Wyandotte County 
Medical Assistants’ Society recently. - 

* * * 

Dr. Frank A. Eckdall recently celebrated his 50th 
anniversary as a practicing physician in Emporia. 
* * * 

A room in the new Newton Mcmorial Hospital 
Annex, Winfield, is being equipped as a tribute to 
Dr. E. E. Brooks, Burden, who is beginning his 44th 
year of practice in that community. 

* 

Dr. A. C. Irby, who completed a residency in 
pediatrics at the University of Kansas Medical Cen- 
ter on July 1, has returned to practice in the Fort 
Scott clinic. 

* * * 

Dr. M. M. Swan, formerly on the staff of the Win- 
ter V.A. Hospital in Topeka, is now associated in 
practice with Dr. Charles L. White in Great Bend. 

* * * 

Dr. Newman C. Nash, Wichita, recently spent a 
month in Oak Ridge, Tennessee, attending the 21st 
in a series of courses offered by the Institute of 
Nuclear Studies. 

* * * 

Dr. J. W. Randell, Marysville, announces that Dr. 
Frederick E. Totten is now practicing with the Ran- 
dell Hospital staff. Dr. Totten is a graduate of the 
University of Kansas School of Medicine. 

* * * 

Dr. James H. Holt, Wichita, recently became a 

diplomate of the American Board of Surgery. 
* * * 

Dr. E. N. Robertson, Concordia, was speaker at a 
meeting of the Kiwanis Club in that city recently, 
speaking on the subject of the American Medical 
Association. 

* * * 

The Hatcher Clinic, Wellington, reports that Dr. 

C. W. Payton, ophthalmologist, is now a member of 
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its staff. He is a graduate of the University of Kan- 
sas School of Medicine, and recently completed 
three years of study in his specialty at the Univer- 
sity of Texas. 

* * * 

Dr. Edwin Maier, a member of the staff of the 
Arkansas City Medical and Surgical Clinic during 
the past three years, reported for duty with the med- 
ical department of the Army Air Force at Tinker 
Field, Oklahoma City, last month. 

* * * 

Dr. Dale Palmer, Wichita, addressed a meeting 
of the Practical Nurses Association in that city re- 
cently, speaking on the subject of chest surgery and 
methods of treating tuberculosis. 

* * * 

Dr. G. H. Rhoades, who was a member of the 
staff of the Hertzler Clinic, Halstead, before he was 
called into the Army last spring, has accepted a per- 
manent commission in the medical corps and has 
resigned from the clinic staff. 

* * * 

Dr. Hugh H. Mathews, Topeka, has gone to the 
University of Oklahoma School of Medicine, Okla- 
homa City, for a residency in radiology. 

* * * 

Dr. C. C. Hawke, Winfield, has resigned his 
position as physician at the State Training School to 
devote full time to his private practice. 

* * * 

The Arkansas City Medical and Surgical Clinic 
announces that Dr. Warren S. Peiper, radiologist, 
is now a member of its staff. Dr. Peiper is a grad- 
uate of Northwestern University, Chicago, and has 
been resident radiologist at Northwestern Univer- 
sity Medical Center and Passavant Hospital. 

* * * 

Dr. J. T. Whallon has closed his office in Great 

Bend and has returned to his former home in Wich- 


ita. 
* * * 


Dr. Thomas Perdue, Parsons, director of the La- 
bette County health unit, is also serving Montgomery 
County in that field on a part-time basis. 

* * * 

Dr. H. Preston Palmer, Scott City, and Dr. Gor- 
don Voorhees, Leavenworth, were recently reap- 
pointed to four-year terms on the advisory commit- 
tee to the tuberculosis sanato-ium by Governor Ed- 
ward F. Arn. 


Dr. C. E. Henneberger, Atwood, announces that 
Dr. K. L. Knuth is now associated with him in prac- 
tice. Dr. Knuth is a graduate of Northwestern Uni- 
versity Medical School and recently completed his 
internship at St. Margaret's Hospital in Kansas City. 


* * * 
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Dr. Robert L. Kasha, formerly of Valley Center, 
is now practicing in Wichita. 
* * * 

Dr. Paul L. Beiderwell, Belleville, announces that 
Dr. Dewey G. Nemac is now associated with him 
in practice. Dr. Nemac was graduated from the 
University of Kansas School of Medicine in 1950 
and interned at Yale University Hospital, Middle- 
rown, Connecticut. 

* * * 

Dr. John H. Lathrop recently completed a surgi- 
cal residency at St. Joseph Hospital, Kansas City, 
Missouri, and will open an office for practice in 
Concordia this month. 

* * * 

Three oil paintings by Dr. W. L. Anderson, Atchi- 
son, were selected for exhibit at a showing spon- 
sored by the American Physicians Art Association 
in Atlantic City recently. 

* * * 

Dr. Ralph B. Jordan, Holton, completed a year as 
president of the Rotary Club in that city last month. 
* * * 

Dr. M. C. Newman, formerly of Topeka, has 
opened an office in Yates Center for general prac- 
tice. 

* * * 

Dr. H. L. Galloway, Anthony, announces that Dr. 
Clifford E. Jones is now associated with him in 
practice at the Galloway Hospital. Dr. Jones was 
graduated from the University of Kansas School of 
Medicine in 1950 and completed his internship at 
St. Margaret’s Hospital in Kansas City. 

* * * 

Dr. Jack D. Weaver, Wichita, has become a 
diplomate of the American Board of Ophthal- 
mology. 

* * * 

Dr. M. E. Christmann, Pratt, was speaker at a 
recent meeting of the Chamber of Commerce in 
that city. His subject was cancer control. 


Lilly Products Replaced 


Under a long established policy, Lilly products 
destroyed by flood or the elements and not covered 
by insurance were replaced for retail pharmacies and 
hospitals affected by the flood in Kansas, Missouri, 
and Oklahoma. Representatives of the company in 
the stricken areas were instructed to make the re- 
placement their first order of business. The policy 
of replacing stocks lost in disasters was in effect as 
far back as the San Francisco earthquake in 1906. 

Lilly representatives in this area report that about 
30 drug stores were completely wiped out by the 
swollen waters. 
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Along with replacement of stocks, Lilly em- 
ployees worked overtime to prepare emergency or- 
ders of medicinals for the disaster area. A reserve 
supply of typhoid vaccine, kept in concentrated 
form, was packaged and shipped to the three-state 
area with tests for potency and sterility already com- 
pleted. 

Patronize Journal advertisers. Income from ad- 
vertising makes possible the publication of this 
Journal. All products advertised are approved by 
the various councils of the American Medical As- 
sociation. 


DEATH NOTICES 


Charles E. Yates, M.D. 

Dr. Charles E. Yates, 78, died at his home 
in Baldwin, June 30. He was graduated from 
the University of Illinois College of Medicine 
in 1904, and began practice in Vinland, leav- 
ing during World War I to serve in the Army 
medical corps. After the war he practiced 
again in Vinland, later joined the Indian ser- 
vice in Montana, and returned to Kansas to 
open an office in Baldwin in 1940. He was an 
active member of the Douglas County Med- 
ical Society. 

* * * 
Harold James Bagby, M.D. 

Dr. H. J. Bagby, 56, an active member of 
the Montgomery County Society, died at Cof- 
feyville Memorial Hospital, July 6, after an 
illness of more than a year. He was graduated 
from Northwestern University Medical School 
in 1920, and received his Kansas license in 
1922, opening an office in Coffeyville. He 
was active in civic affairs and served as presi- 
dent of the Coffeyville school board for 12 
years. Dr. Bagby was chief surgeon for the 
Missouri Pacific Railroad in the Coffeyville 
district for 27 years and served as company 
physician for several industries in that city. 

* * * 
Carroll Dunham Armstrong, M.D. 


Dr. C. D. Armstrong, 70, eye, ear, nose and 
throat specialist of Salina, died at his home, 
July 11. He had retired from active practice 
in 1949 because of poor health. He received 
his medical education at the Chicago Home- 
opathic Medical College, graduating in 1903, 
and then joined his father, the late Dr. W. P. 
Armstrong, in practice in Salina. He was an 
active member of the Saline County Medical 
Society. 
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Senior Thesis from the University of Kansas Medical School* 
Some Facts to be Considered in the Appraisal 


of Reports on Therapeutic Efficacy 


Introduction 

The vast number of new drugs, therapeutic de- 
vices, and empirically discovered remedies currently 
offered on the market, plus the innumerable articles 
appearing in the medical literature purporting to 
describe their properties, uses, and limitations, im- 
pose upon the student and the physician a most 
difficult task of deciding upon the efficacy and 
safety of their use in the management of the diseased 
patient. In order that such decision be reached, it 
is necessary that sound judgment be exercised. The 
only possible basis for such judgment is the careful 
and critical appraisal of a systematic study carried 
out upon the agent concerned. That failure to carry 
out such studies or to correctly evaluate the results 
therefrom can prove disastrous was shown by the 
experiences a few years ago with the now infamous 
“elixir of sulfanilamide.” 

The highly competitive nature of the American 
drug market coupled with the publicity policies of 
certain pharmaceutical houses may be said to be, in 
part, responsible for the repeated, unscientific, and in 
some cases harmful administration of certain prepa- 
rations. It can, however, be pointed out that such 
would be impossible were it not for the latent 
readiness on the part of the medical student and 
some physicians to accept anything showing even a 
remote promise of alleviating human disease with- 
out adequate controls or observations. Regarding 
this, I believe that two points among many bear 
mentioning. 


First, it is only comparatively recently that the 
psyche has been recognized as constituting an in- 
tegral part of the therapeutic response. The concept 
that mental predisposition, on the part of the in- 
vestigator as well as on the part of the patient, can 
alter therapeutic results has only recently appeared in 
the clinical controls of pharmacological investigation 
in the form of the “blind test.” 


Secondly, all scientific papers professing to deal 
with therapeutic efficacy must, of necessity, concern 
the reader with varying numbers of cases, results, 
trials, etc. These must be subjected to statistical pro- 


*This is one of 11 senior theses selected for publication by the 
Editorial Board from a group of 15 ju the by the faculty 
of the University of Kansas School of Medicine. 


**Thesis written while the author was a senior student at the 
University of Kansas School of Medicine. Dr. Kells is now serving 
his internship at St. Mary's Hospital, Kansas City, Missouri. 


W. A. Kells, M.D.** 


Kansas City, Missouri 


cedures if the validity of the conclusions drawn 
therefrom is to be determined. The average medical 
student completes his senior year with a vague idea 
of the significance of the mean, the median, and the 
mode, but beyond this he is not prepared to go into 
the statistical analysis of the data presented. That 
such data may, upon cursory examination, appear to 
be quite significant, and upon careful analysis turn 
out to be totally devoid of meaning, is well pointed 
out by Newell and Cronkite.! 


The above seem to be the chief reasons that worth- 
less remedies are administered repeatedly, without 
vestige of scientific basis, or upon an empirical basis 
through which not only the patient but also the 
physician soon comes to suffer delusions concerning 
their therapeutic efficacy. 


It is recognized that many of the efficacious thera- 
peutic agents to date have been discovered empiri- 
cally and that the diseased patient may respond to 
such regimes, notwithstanding the lack of scientific 
basis for the apparent therapeutic success. It is not 
advocated that such useful therapeutic procedures be 
discarded in favor of an era of “scientific rational- 
ism” such as that in which Bernard Aschner? believes 
us to be “wallowing” at present. Also it is recog- 
nized that there is no “royal road” to the science of 
statistics, so essential to the proper evaluation of 
scientific data.> It is recognized, however, that sta- 
tistical significance carries with it no endorsement 
of experimental design, but is merely the verdict of 
a mathematical operation on whatever tables of data 
the author of a publication chooses to present, and 
does not look into the manner in which such data 
was obtained. It is also thought that many of the 
studies reported in medical literature contain gross 
defects in experimental design. Therefore, it is the 
purpose of this paper to collect under one cover some 
pertinent facts from several articles in the hope that 
they will be of aid in the recognition of these defects 
where and when they exist, and thus aid in avoiding 
the “post hoc” fallacy in the building of a thera- 
peutic armamentarium. 

The preliminary investigations that suggest that 
an agent might be useful in a certain therapeutic 
field indicate the course to be followed in more ex- 
tensive laboratory and clinical investigation of that 
agent. The experimental design is, of course, de- 
pendent upon the type of agent tested and the us 
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for which it is intended. For example, the experi- 
ments carried out on a new antibiotic would be of 
quite 1 different nature from those carried out on a 
new hormone or a vaccine. Due to this variation, 
no standard procedure can be followed. There are, 
however, certain principles more or less applicable 
to all agents which must be followed if the experi- 
ment is to be significant. Likewise, in the evaluation 
of experimental evidence, there are certain criteria 
to be applied and certain fallacies to be avoided 
which are applicable in almost all instances. Some of 
these will be discussed briefly, but since their relative 
importance cannot be categorically stated, the order 
of their appearance cannot be interpreted as an 
indication of this. 

Since the first step in the planning of any experi- 
mental study is to decide which specific questions are 
to be answered by the study, I believe that one can 
do no better than to duplicate the process and 
determine precisely what questions are answered by 
the study. The evaluation of pharmacological studies 
by a question-answer method is in use in the course 
of pharmacology for senior students at the University 
of Kansas Medical Center. It is felt that this method 
offers advantages of clarity and preciseness-of defini- 
tion of content which are not approached by other 
methods of study. 

Of the many important aspects to be considered 
in the appraisal of studies concerning therapeutic 
efficacy, probably none is of more fundamental im- 
portance than the investigator himself. As has been 
pointed out,?° the science of statistics can go no 
higher than its original source, hence the most 
adequate and significant of statistical analyses are 
worthless if based upon inaccurate data gathered 
through faulty judgment and observations. Except 
in a few instances, it is seldom known just what 
qualifications, if any, the investigator possesses. One 
can look for information regarding the position of 
the investigator in his particular organization and in 
the institution to which he is attached. This state- 
ment is based upon the assumption that the staffs of 
reputable medical schools and research institutions 
will, in all probability, contain well qualified men. 

Whether or not the investigator works in the 
field in which the investigation occurred is also of 
some importance. If, for iastance, the agent under 
investigation is to be used in the treatment of skin 
lesions, a dermatologist should obviously be better 
qualified to make the diagnosis and to judge the 
results obtained than should an otorhinolaryngologist 
Or even an internist. 

The journal in which the article appears may be 
thought by some to be an index of reliability. 
However, Ross* showed that this is questionable. 
It is probably superfluous to point out that these 
above mentioned factors are suggestive only. The 
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fact that an article is written by the foremost author- 
ity in a particular field and published in the most 
reputable journal does no more to validate that 
article than does the fact that an article is written 
by some unknown investigator and published in a 
more-or-less obscure journal invalidate that article. 
The final decision rests upon the judgment of the 
contents of the article, per se. 

One of the first essentials in appraising any agent, 
personally or by proxy, is to judge the possibility of 
the presence of bias—which may take several 
forms.?° In the case of studies carried out by, or 
under the auspices of commercial pharmaceutical 
houses, bias of a financial nature is understandable. 
In their haste to market the drug before their com- 
petitors do so, they may report on favorable p:elim- 
inary studies, the results of which may be quite 
different when full use is made of balanced experi- 
mental design. That such studies are published by 
pharmaceutical houses does not mean that they are 
not valid, but enjoins caution in evaluation. Also, 
personal bias is, of necessity, present in almost every 
experiment due to the nature of the scientific 
method of (1) hypothesis; (2) observation; (3) 
weighing of evidence, and (4) conclusion. The 
presence of hypothesis in the sequence betrays the 
presence of bias; if the investigator did not have 
some faith in the hypothesis, chances are the investi- 
gation would not have been carried out. 

The importance of bias cannot be overestimated. 
Merrel? states, “The difficulty of avoiding uncon- 
scious bias is so great that the experimentor is in a 
peculiarly advantageous position if he can make his 
judgments unburdened by knowledge of the patient’s 
treatment.” The sensitivity of investigations to the 
presence of bias is not constant, if, by the term bias, 
it is understood that deliberate falsification of data - 
is not meant. The importance of bias is minimized 
if exact figures are used in the measurement of data. 
However, in all cases containing subjective evidence 
per se or those containing the evaluation of border- 
line objective evidence, it is desirable to eliminate 
this factor by use of the “blind test,” to be discussed 
further. 

The selection of the material used warrants the 
closest scrutiny, as does the manner in which the 
material was selected. A study may be of two types 
regarding the material used, i.e., laboratory studies 
involving the use of animals or clinical studies in- 
volving human beings. If animals are used, some 
attention should be given to the species employed, 
as species’ difference to drug reaction is well estab- 
lished. For example, in the demonstration of the 
formation of methemoglobin, either as a toxic or 
therapeutic reaction, the rat, rabbit, and guinea pig 
are unsuitable animals. Rodents cannot be used for 
the demonstration of emetic properties because they 
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do not vomit, and doses of quinine comparable to 
therapeutic doses in human beings cause blindness 
in the dog. Marshall> states, “If possible and partic- 
ularly with extremely toxic drugs, both the monkey 
and the dog should be included in the species used 
in toxicity studies.” For emphasis he points out that 
in toxicity studies on the eight amino-quinolines, 
data obtained in the monkey, but not in other 
species, were transferable to man. Also, the animals 
used should have experimentally produced patho- 
logical and functional changes comparable to the 
human disease for which the agent is intended. 
Regarding this, if possible, production of infection 
should have been accomplished with the same bac- 
terial strains pathogenic for man. 

Should the study concern clinical trials of an 
agent, the exact method of selection of cases and 
division into experimental and control groups should 
be stated. There are two reasons for this. First, 
since we cannot know all of the possible factors 
affecting the outcome of drug administration, com- 
parability is usually established by depending upon 
chance, achieved through a process of random 
selection, with assignment to alternate groups. This 
is usually done by use of odd and even hospital or 
clinic numbers, alternate admissions, flipping a 
coin, etc. The two groups may then be further sub- 
divided according to age, sex, race, etc. if the in- 
vestigator believes these factors to be significant as 
shown by the natural history of the disease entity 
under investigation. Second, when an experiment is 
completed and a positive conclusion has been drawn, 
that conclusion is valid only for material of the kind 
and condition worked with. For the above reasons, 
it is necessary that all pertinent specifications of the 
material used be stated, as well as the exact manner 


‘in which division into groups was accomplished. 


Every specification is important until proven other- 
wise. 

One may well ask, “Just how is it decided which 
specifications are and which are not important?” 
The only sure way of so deciding would be to set 
up separate experiments using each specification as 
a variable in one experiment. This, however, is im- 
possible, hence three other possible methods may be 
used, but in so doing one is not treading on such 
firm ground. 

First, through the use of different experimental 
subjects, many of these specifications are varied. If 
the results are consistently the same, one may con- 
clude that these many variables are of no conse- 
quence. It is not necessary that we know which 
variables are changed, but only which remain the 
same. 

Second, one may invoke the so-called “principle 
of inconceivability.” In this method one concludes 
as follows, “It is inconceivable to me that m speci- 


fication could possibly have any effect on m, the 
result.” This is a device which one uses uncon- 
sciously many times daily in the formulation of 
cause-effect relationships. 

Third, one may use other scientific data, deter- 
mined by separate experiment, as an aid in drawing 
such conclusions. For example, in the vagotomy 
operation for peptic ulcer, different patients may 
undergo many different procedures other than the 
cutting of the vagus nerve. The hospital may be 
different, a different surgeon may use a different 
operative approach under different anesthesia, with 
either more or less trauma to the viscera, and yet in 
evaluating such a report anyone with an elementary 
knowledge of physiology would unhesitatingly as- 
cribe the resulting reduced gastric secretion and 
motility to the severing of the vagus nerve, and not 
to the many other variables concerned. This is 
possible because it has been established by separate 
studies that the vagus nerve controls gastric motility 
and secretion. 

A few statements concerning the establishment of 
control groups would seem to be in order. In the 
first place, designation of one group as “experi- 
mental” and the other as a “control” group is quite 
convenient but not always practical. For instance, 
if we were to evaluate an article reporting the rela- 
tive efficacy of sulfadiazine as compared to sulfa- 
thiozole in the treatment of pneumonia, we should 
be hard put as to which we should call the “control” 
and which the “experimental” group. Also, for 
medical reasons, controls are not always possible. 
Certain disease entities which carry a high mortality 
rate can hardly be left untreated to serve as controls 
for some untried agent. One must remember that the 
essential feature in any controlled experiment is 
simply that there be two or more values or settings 
of the agent (Ai and Az) and two or more corres- 
ponding sample groups of measurements (X1 and 
X2). It does not matter which of the latter we desig- 
nate as the control. Either may control the other. 

There are certain types of “controls” occasionally 
found in medical literature which are not valid and 
therefore unacceptable. One is the so-called “histor- 
ical” control. In this type, a comparison is made with 
the disease status in the pre-drug days, i. e., “Before 
this treatment was instituted, only m per cent re- 
covered whereas with this treatment m per. cent re- 
cover.” In such a situation we have no assurance that 
all other factors have remained the same. Adjuvant 
therapy may be different, the nature of the disease 
may have changed,® methods of diagnosis may now 
be more competent, etc. 

Another type of unacceptable cnmneel 3 is that con- 
sisting of patients who refuse prescription. One can 
think of numerous reasons why this should be so. 
chief of which is the psychological factor involvec. 
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The difficulty in evaluation of this factor would 
preclude the use of such groups as a control. For 
similar reasons studies conducted at different clinics 
where the personnel differs and the type of therapy 
may have varied are not acceptable. 

Too much emphasis cannot be placed on the 
necessity of adequate controls when possible. That 
this factor is often overlooked was well pointed out 
by Ross* who evaluated 100 articles, chosen at ran- 
dom from five leading American journals, and ob- 
tained the following results: 

No control 
Inadequate control 
Well controlled 
Control impossible 

Each detail must undergo the closest scrutiny so 
that we may be certain that comparability was 
established between control and experimental groups 
at the beginning of the study and maintained 
throughout. 

Merrel> cites a study in which certain agents were 
to be tested against motion-sickness. In this study 
two ships comparable in size were to run simul- 
taneous and parallel courses. For administrative 
reasons it would have been more convenient to use 
only one preparation and a placebo on each ship. 
The investigators, however, would not agree to this. 
When the results were tabulated, it was found that 
there were significant differences, both drugs and 
the placebo giving better results on one ship. A 
detailed search finally revealed this ship to be 
carrying more ballast than the other, hence the better 
results were due to the reduced motion. Had the 
investigators bowed to the wishes of the administra- 
tive officers and had not properly controlled the 
experiment, false claims would certainly have been 
forthcoming concerning the agent that would have 
been tested on that ship. 

There are two methods of control currently in use, 
one of which should be demanded in all studies 
involving the use of subjective observations. These 
are the simple “placebo” control and the “blind test.” 
Actually, the former is an integral part of the latter, 
hence it would seem as if a brief discussion of 
placebos would be in order. First, every therapeutic 
agent administered, whether or not it possesses 
recognized pharmacologic actions, is partly placebo. 
Second, as has been pointed out, the placebo, where 
practical, should be an integral part of every clinical 
evaluation of a pharmacologic agent, for it is the 
only possible way to determine how much of the 
therapeutic action is due to the drug per. se, and 
how much is due to just giving “a medicine.” 

The word “placebo” comes from the Latin verb 
“placere” and it means “I will please.” A medical 
dictionary defines it as “a medicine, given for the 
purpose of pleasing or humoring the patient, rather 


than for its therapeutic effect.” While its use is 
probably as old as the art of medicine itself, Pepper,’ 
writing in 1945, stated that he could find not one 
article devoted solely to the placebo, as that heading 
was not listed in the card catalogue of the library of 
the Surgeon General and was also missing from the 
Cumulative Index. He stated, “The giving of .a 
placebo, when, how, and what, seems to be a func- 
tion of the physician which, like certain functions 
of the body, is not mentioned in polite conversation.” 
However, such is no longer the case, and the placebo 
is rapidly coming to be recognized as a definite and 
useful entity in the therapeutic armamentarium and 
experimental procedure. 

It was stated above that all therapeutic agents, 
whether or not they possess recognized pharmaco- 
logical properties, contain the placebo element. This 
statement probably needs qualification. Placebos, in 
general, can be classified into three groups as fol- 
lows: (1) pure placebos; (2) impure or adulterated 
placebos; (3) the universal pleasing element.® 

In reverse order, “the universal pleasing element” 
is an intangible part of all prescriptions. We cannot, 
of course, know the exact connotation carried by the 
words “doctor” or “medicine” to each individual 
patient, but by and large it appears safe to assume 
that they have been linked with mysticism and magic 
since the first drug was given. Hence, the very act 
of writing a prescription—the manner in which it 
is written (preferably “extemporaneously and with 
a flourish”), the fact that it required a doctor to 
write, the fact that it must be taken to a pharmacist 
to be filled, its peculiar taste, color, odor, signatura, 
etc.—all act to reinforce the pharmacological value 
of the components of the inscription. Again this will 
be reinforced in direct proportion to the patient’s 
faith in and enthusiasm for the physician. 

In the second group we find the impure or adul- 
terated placebos. These are preparations containing 
one or more elements which might have some phar- 
macological action. This group contains the tonics, 
plain and fancy, the vitamin preparations, minerals, 
sedatives, antispasmodics, etc. These are undoubtedly 
the most widely used of any type of placebo, both 
intentionally and unintentionally. They are, in most 
instances, given under the theory that they might 
help the patient and at least can do him no harm. 
They are doubly effective. After a few successful 
trials the physician as well as the patient becomes 
deluded as to their therapeutic potency, and his 
mounting enthusiasm reinforces the preparation 
through the mechanism mentioned in the above 
paragraph. 

In the first group we placed the pure placebo. 
These are drugs recognized by everyone as possessing 
no pharmacologic action per se and are designed to 
deceive only the patient as long as their identity 
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remains unknown to him. The lactose tablet is a 
good example. These are at once the most valuable 
and the least used of all types of placebos. They 
are the most valuable because they give the physician 
the opportunity to observe the full power of the 
chemical agent as a psychotherapeutic device, and 
undoubtedly the reason that so many physicians 
continue to administer useless drugs and assign 
false values to them is that they lack experience 
with unequivocal placebos in their place, They are 
least used because those who like to consider them- 
selves “honest” physicians rebel at the idea of 
administering “worthless drugs” and also because of 
the danger of being found out by the patient. 


That the placebo is a potent therapeutic agent and 
in its actions can resemble almost any type of drug 
is well established. Stolte? cites the case of a patient 
who derived more benefit from the placebo than 
from the agent being tested, and who objected 
strongly when the placebo was taken from him and 
the agent substituted. Wolf!° and Grace et al!! ob- 
tained objective evidence of alteration of drug action 
by the mental predisposition of the patient at the 
time of administration. Further evidence is obtained 
through the evaluation of the success of homeopathy 
in the light of present day knowledge. 


It is to be noted that the placebo acts through the 
power of suggestion, and therefore is probably not 
correlated in any way with the intelligence of the 
patient. Gold® cites the case of a physician, in severe 
congestive heart failure, who refused to take digitalis 
because he thought he was allergic to it, and yet re- 
sponded very well when he was unaware that it was 
being administered. 

The possibility of negative suggestibility is not 
to be overlooked. These patients will claim that the 
placebo makes them worse. This could prove quite 
disturbing, and also misleading, in placebo controlled 
studies of analgesic agents. Furthermore, one must 
not overlook the possibility of the natural history of 
the disease entity being treated, and thus assign com- 
plaints to a psychoneurotic basis merely because they 
disappear with placebo therapy when, in reality, the 
effect is brought about through remission of the 
disease process. 

Having discussed some of the possible actions of 
the placebo, it is readily apparent why their use 
should be included in any well controlled pharma- 
cological investigation. Indeed, Schwab and Leigh!? 
in setting up criteria for assessment of therapeutic 
agents would make their use mandatory. Regarding 
this, they state as follows, “There must be a clear 
positive placebo response when the drug is substi- 
tuted by a placebo identical in size, shape and ap- 
pearance without the knowledge of the patient or 
relatives.” With slight modification, this statement 


contains the essence of another control device known 


as the “blind test.” 

The “blind test” is a particularly effective device 
for eliminating bias because it denies to the patient 
the power of suggestion implied in the administra- 
tion of therapeutic agents and it denies to the in- 
vestigator knowledge of the type of treatment, if 
any, that the patient received. There are several 
methods by which the principle of the “blind test” 
can be applied. Generally speaking, they fall into 
such categories as the dispensing of different drugs 
and placebos in physically indistinguishable forms 
and under conditions such that neither the patient 
nor the investigator is aware of the identity of the 
agent administered; the assignment of patients to 
control and experimental groups, the investigator 
being unaware to Which group the patient was 
assigned although he may have knowledge of the 
agents undergoing test, etc. Shane!> states, “It is 
safe to say that the ‘blind test’ has constituted a 
prime factor in the enhancement of the validity of 
experimental results that might otherwise be open 
to serious question.” 

Control observations are necessary from stand- 
points other than the elimination of bias and the 
evaluation of subjective data. They are necessary to 
supply information concerning the natural history 
of the disease. After reading an article one should 
never have to ask, “Would the results have been 
equally as good if the patient had received no treat- 
ment whatever?” Such controls also will eliminate 
the tendency to ascribe spontaneous remissions to 
therapeutic efficacy. Likewise it is necessary that the 
subjects should have undergone preliminary control 
observations. If the associated agents (see below) 
are to be eliminated and the placebo response ob- 
tained, it is necessary that there be alteration of treat- 
ment and alteration of treated and “control” subjects. 

Concerning the number of cases required if the 
results are to be meaningful, a statistical analysis 
must be employed. One can get some idea, of course, 
of the number of cases needed from consideration 
of the disease entity investigated. For example, 
recovery of 60 per cent of 10 cases of rabies or 
tubercular meningitis would be significant as it is 
known that these diseases carry a 100 per cent 
mortality rate if left untreated. However, recovery 
of 60 per cent of 10 cases of acute coryza or even 
infectious mononucleosis could hardly be considered 
significant as these are self-limiting diseases with 
a recovery rate of 100 per cent. Roughly speaking, 
the number of cases required will vary directly with 
the variability in the material on which the measure- 
ments are made and the variability of the measured 
values. It will vary inversely as to extremeness of 
results, i. e., the more extreme the results the fewer 
the measurements it will be necessary to make. . 
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Regarding variability of the material, it is obvious 
that not so many observations will be required if 
the paired experimental technique is used. By this is 
meant the making of the X1 and X2 measurements 
on the same subjects and under the same conditions 
except for variability of the agent, setting and time. 
Providing the time interval is relatively short, the 
material will be the same, and thus time becomes 
an insignificant factor. Variability of material will 
also be limited if the investigator chooses only certain 
classes of subjects for experimental material, e.g., 
22-year-old males in good health. Regarding vari- 
ability of results, statistical calculations are involved 
which, as pointed out, are beyond the scope of this 
paper. 

Establishment of the diagnosis also merits study. 
The evidence offered should be as objective as pos- 
sible. The use of EKG, x-ray, photographs, sero- 
logical and laboratory procedures is desirable and 
should be included whenever possible. These pro- 
cedures should also be repeated at intervals as the 
study progresses, and should include blood levels of 
the agent, if practical, so that one may correlate the 
dosage with the therapeutic response obtained. If 
that is impossible due to the nature of the disease 
entity, complete case histories should be included 
so that the reader may judge for himself concerning 
the validity of the diagnosis and alleged therapeutic 
response. Mere summaries of such cases are seldom 
acceptable. 


Turning to agent variables in the agent tested, 
we should make the following reservation: The agent 
variable has been shown to be casually related to 
results observed, or has not been so shown, holds 
only for the agent variable used in the experiment. 
This reservation is applicable to the dosage of the 
agents used. It means, for instance, that if a certain 
effect is produced by dose X we cannot conclude 
that we will get twice this effect from a dose 2X or 
from two single X doses administered at closer 
intervals. There are, however, several statistical 
devices applicable to pharmacological study which 
may be used and with which one should be famil- 
iar.15 These are (1) the curve of action; (2) the 
dosage response curve, and (3) the frequency distri- 
bution curve. 


The curve of action is a graphic representation of 
the effect of the agent upon some body function, i.e., 
the effect of a cardiac glucoside on the ventricular 
rate in auricular fibrillation. From such graphs one 
can obtain information about onset of effect, time 
of peak effect, and elimination time of the agent. 
The procedure is readily adaptable to the production 
of composite curves of action (one drug—several 
patients ); comparative action curves (one patient— 
several drugs); and curves of action contrasting the 
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effect of equal oral and I.V. doses of the same prepa- 
ration, thus providing information about degree of 
absorption. 

The dosage response curve is defined as a curve 
in which the magnitude of effect resulting from in- 
creasing doses of a drug is plotted against the doses 
that produced those effects. This procedure is used 
to provide information regarding the potency of 
relative doses of drugs possessing similar actions. 
As such curves are sigmoid in shape (bell shaped) 
they indicate the dosage range wherein the greatest 
sensitivity to the agent lies, and where the greatest 
clinical effect per unit weight of agent may be 
expected. Quantitative comparisons between drugs 
are valueless if these factors are disregarded. 

The frequency distribution curve constitutes a 
method whereby wide sampling of the population 
may be substituted for sharp definitions of effect. 
By its use one seeks to determine the number of 
subjects in which any change will be produced by 
a given dose of drug. The dose of the drug is plotted 
against the per cent of the total number of patients 
in whom the drug produced a given variation. With 
this information available on known agents, com- 
parisons of the potency of unknown preparations 
are readily made. 

With information obtained from the above pro- 
cedures, one is in a position to judge the dosage plan 
to be used. While it is not the purpose of this 
paper to discuss the dosage of drugs, the subject 
seems important enough to merit comment. Gold!4 
states the following: “A large proportion of the 
failures in drug therapy results not so much from 
the choice of the wrong drug, but from the use of 
the correct drug incorrectly.” 

There are, broadly speaking, two types of dosage 
plan, the non-cumulative and the cumulative. The 
non-cumulative plan involves giving a single effec- 
tive dose, but repeating it at intervals such as will 
prevent raising the concentration of the agent in 
the blood and/or the body tissues. With such a 
method, the results may be cumulative, but the drug 
is not. 

The cumulative plan is just the opposite. The 
plan involves the giving of a small dose at the be- 
ginning and repeating it at such intervals as to build 
up a concentration in the blood and tissues, adequate 
to produce the therapeutic effect desired. The latter 
plan is particularly advantageous with extremely 
toxic drugs or with drugs the dosage of which is un- 
known, since the full dose is acquired by steps, 
each of itself so small as to cause little or no harm 
or toxicity. Obviously, if a drug is to be used intelli- 
gently according to one or another of these plans, 
one must know when the peak effect of the drug is 
obtained and something about its time of excretion. 
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As pointed out above, such information is readily 
obtainable from the curve of action of the drug. 

A few examples may clarify the above points, as 
well as point out some of the errors made in drug 
administration through disregarding pharmacological 
data which is readily available. As an example of 
the non-cumulative plan of dosage, let us consider 
the mercurial diuretics as ordinarily administered. 
One should repeat the dose at such intervals as to 
cause a progressive loss in weight as this is the par- 
ticular endpoint of reaction for this drug. One sees it 
administered at intervals of 24 to 72 hours or longer 
when, as a matter of fact, it is known that all of the 
mercury is eliminated from the body within about 
24 hours. Thus, if the drug is administered at sig- 
nificantly longer intervals than this, one is allowing 
the patient to lose ground, so to speak. It can, of 
course, be pointed out that too rapid dehydration is 
to be avoided as it leads to fluid and electrolyte im- 
balance and subsequently to the patient's discomfort. 
It would seem that a reduction in the single dose of 
the drug with maintenance of the 24-hour interval 
is, pharmacologically speaking, more sound. 

As an example of the cumulative plan of drug 
therapy, we will consider the use of quinidine in 
cases of auricular fibrillation. One often hears of 
patients who have been taking a fixed dose of 0.2 
gm. of the drug three or four times a day over a 
period of several weeks. Of course, a certain per- 
centage of the cases may get favorable results on 
such a regime, but failure in others could have been 
predicted at the end of three or four days. From 
data readily available, it may be shown that the peak 
effect of quinidine may be expected within two 
or three hours following oral administration. The 
cumulative plan for such a drug would call for six 
to eight doses a day rather than the three or four 
so often administered. 


If one is to give a drug a therapeutic trial accord- 
ing to the cumulative plan of administration, one 
should select as the endpoints for such a plan the 
appearance of either minor toxic symptoms or the 
desired therapeutic effect and raise the dosage 
progressively until one or the other makes its 
appearance. Only if used in this manner can it be 
said that a drug has been given an adequate thera- 
peutic trial. 


There are certain situations, albeit rare, which 
call for a fixed dosage plan regardless of the indi- 
cated needs of the patient, for instance the admini- 
stration of digitalis for congestive heart failure 
accompanying active rheumatic fever. In such in- 
stances both the minor toxic symptoms and the thera- 
peutic response may be masked by the disease entity, 
and, having no endpoints available for cumulative 
therapy, troublesome toxic symptoms may occur if 
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One attempts to increase the dosage of the drug 
according to the needs of the patient. In such in- 
stances, it is probably best to select the highest dose 
of digitalis which is calculated to give the maximum 
therapeutic effect with a minimum of side reactions 
and administer it on a fixed schedule regardless of 
the clinically indicated needs of the patient. 

Having considered some aspects concerning the 
agent and its use, we can now turn to the results ob- 
tained and their measurement. Schwab and Leigh!- 
state, “A drug that is successful in therapy should 
improve not only the subjective symptoms of the 
patient but must in some way show evidence of 
objective positive results that can be clearly demon- 
strated and recorded. These objective signs should 
be clear enough to be demonstrable to disinterested 
observers and, if possible, be subject to some form 
of quantitation so that comparative figures and charts 
can be prepared.” 

X-rays, EKG’s, and laboratory data can usually 
be obtained as objective evidence of improvement, 
or such simple measures as handwriting specimens, 
goniometer measurements, or peripheral visual field 
may be applicable. As mentioned above, if possible, 
blood levels of the agent should be determined at 
frequent intervals during the study in order that 
these may be correlated with the therapeutic response 
observed. Caution is to be observed, however, in 
the ‘interpretation of these criteria too liberally. For 
example, the EKG may be used to measure digitalis 
effect. The frequency distribution curve discussed 
above is obtained by observing T-wave changes in 
response to digitalis dosage in a number of patients, 
and methods have been described utilizing this 
principle for the bioassay of digitalis preparations 
in human beings.!> 


While these are valid methods for the assay of 
drugs for potency, it must be emphasized that such 
measurements cannot be used as therapeutic criteria, 
as it is well known that there may be no relationship 
between the effect of digitalis on the T-wave, and 
its effect in heart failure. Some patients may show 
negligible changes in the T-wave with doses of the 
drug sufficient to control congestive failure, whereas 
others may show advanced T-wave changes with 
doses of the drug having little or no effect upon 
congestive heart failure. 


Concerning the reporting of subjective symptoms, 
two methods are in use. The oldest and most com- 
monly employed is known as the “interval evalua- 
tion” method. In this method, the patient reports on 
the progress of therapy at each return visit. Two 
disadvantages of this method are immediately ap- 
parent. First, the investigator has the opportunity 
of, consciously or unconsciously, asking leading 
questions which may influence the patient’s answers, 
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and second, the interval between visits may be so 
long that the patient may become confused concern- 
ing his daily status. 

The second method was introduced by Greiner et 
al'6 in a well controlled study on the chest pain of 
angina of effort. It is known as the “daily report 
card” method and is readily adaptable to almost any 
type of clinical investigation. It offers freedom from 
distortion by the many factors affecting the state- 
ments of patients concerning subjective sensations, 
and supplies data readily accessible to statistical 
analysis. It consists of a card on which four questions 
are asked concerning how the patient felt each day, 
and all that is required of the patient is to mark an 
X in the appropriate column. 

In the comparison of the use of this method with 
the interval evaluation method, different answers 
were forthcoming. The “daily report card” method 
suggested the test agent to be equal to the placebo 
for the relief of anginal pain, while the interval 
evaluation method suggested the placebo to be 
superior to the test agent. As it was unlikely that 
the test agent increased the incidence or severity of 
anginal pain, the authors conclude as follows, “It is 
also safe to assume that the ‘interval evaluation’ 
method has nothing like the precision of the ‘daily 
report card’ method when applied to the observations 
on the same sample of 39 patients treated during a 
period of approximately three months.” 

Having considered some aspects concerning the 
control, agent, and the results reported, the next 
step may be the asking of a question similar to the 
following, “Are the results due to (a) the agent, 
(b) an associated agent, or (c) chance?” Concerning 
(a) we must not draw such conclusions until we 
have answered (b) and (c) in the negative. 

An associated agent may be defined as a change 
in value of some variable (a’) other than the agent 
variable A, that accompanies change in the agent 
variable. Thus the presence of an associated agent 
(a’) may cast some doubt as to the validity of the 
cause-effect relationship between A and X since 
it also varies along with A. 

For sake of illustration, suppose we were to test 
an ephedrine-like compound for its hypertensive 
effect. If we gave the dose A1 by injection and the 
dose Az orally, we should be- introducing an associ- 
ated agent, the pain of injection. If, however, both 
doses Ai and Az are given by injection the pain 
becomes a constant rather than a variable and thus 
ceases to be an associated agent. 

Some of the common associated agents likely to 
be present in any study are as follows: time, age, sex, 
race, use of different instruments and/or techniques 
in gathering data, differences in the diets, sleep 
habits, etc., of the experimental subjects, their fear 
Or trust in the investigator, etc. It will readily be 
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seen that associated agents may act as inhibitors as 
well as adjuvants and thus may mask the effects of 
the agent A as well as enhance the effects. 

From the standpoint of the ideal experiment, the 
presence of an associated agent is to be avoided, if 
possible. However, one must not conclude, practic- 
ally speaking, that this is always the case. First, 
turning to the vagotomy operations alluded to above, 
it is not always possible to eliminate associated agents 
and in therapeutic use they will undoubtedly be 
present. Second, variability in the material carries 
with it more universality in conclusion, an aspect of 
the associated agent which cannot be termed un- 
desirable. Nor must we conclude that an experiment 
is worthless merely because it contains a persistent 
associated agent. The results are then regarded as a 
composite of the agent A and the associated agent 
A’. Indeed it is not inconceivable that the sole 
value of an agent may lie in its ability to invoke 
the action of desirable associated agents. 

There are two questions to be asked concerning 
the associated agent in evaluating any study. First, 
is an associated agent present, and second, if so, did 
it exert any effect? By definition, if an associated 
agent is present there must be a change in some- 
thing besides the agent variable. To rule out the 
presence of an associated agent, one must be sure 
that with the sole exception in the setting of the 
agent variable there is no systematic difference be- 
tween the two series of measurements or observa- 
tions, or even preponderance of one series over the 
other in respect to: 

(a) Setting of the experiment in time and place. 

(b) Material worked on—marked difference in 
age, sex, physiological condition, nutrition, state of 
activity, heredity, emotional condition, etc. 

(c) Handling of the material—apparatus, tech- 
niques, sequence and procedures, worker personnel, 
emotional attitude of workers, etc. 

The method used to achieve the conditions stated 
above may be stated in three ways, as follows: 

(a) Measurements should not fall into regularity 
of sequence. 

(b) Scramble the sequence of values or settings 
of the agent variable. 

(c) Procedures of X1 and X2 should be carried 
in parallel and switched from one to another at 
random. : 

In the elimination of associated agents there is 
one type which merits separate mention. The experi- 
ment should be scrutinized for trends which occur 
in many materials and which may have significant 
influence on the values obtained. A brief example 
will serve to clarify this point. Suppose we were 
evaluating an experiment involving the height of 
contractions in frog leg muscles in response to elec- 
trical stimuli of varying strengths. As the strength 
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of the stimulus is increased, the height of the con- 
traction would increase up to the point of maximum 
contraction, but as the muscle is kept longer without 
its blood supply, it shows a progressive loss in 
ability to contract. Such a trend could, in some 
experiments, neutralize the increase in height of 
contraction as the strength of the stimulus is in- 
creased, and thus mask a causal relationship to both 
the “experimental” and “control” groups. 

In connection with the associated agent, the use 
of adjuvant therapy would seem to merit comment. 
In a recent article!’ purporting to evaluate the use of 
two biological materials in the treatment of chronic- 
ally infected wounds, antibiotic and/or surgical 
treatment were employed in all of the cases cited, 
either during or immediately prior to the applica- 
tion of the test agents. No figures on similar cases 

“treated either by antibiotics or surgical treatment 
alone were given for comparison, hence the justifi- 
cation for the conclusions drawn was anything but 
evident. 

Regarding the use of adjuvant therapy, Schwab 
and Leigh! state, “It (the agent) should be specific 
in its action alone, and not in any way dependent 
on the adjuvant activity of other compounds ad- 
ministered at the same time. After its effect has 
been clearly demonstrated, adding other drugs to 
augment its effect or neutralize side reactions is 
then permissible.” While, if handled in this manner, 
we should know more about the efficacy of the agent, 
it is seen that not all situations lend themselves 
readily to such management. The chronic infections 
in the study cited above constitute such an example, 
as one can hardly leave them untreated, for obvious 
reasons. From the discussion of associated agents, 
it will be seen that it is permissible, if necessary, to 
superimpose the effects of the test agent upon those 
of the prevailing therapy, providing that both the 
experimental and the control groups receive the 
current method of therapy. In this manner, the 
interests of the patient are protected, and an asso- 
ciated agent has not been introduced into the experi- 
ment. 

Concerning (c), the determination of the oper- 
ation of chance in any cause-effect relationship is a 
statistical procedure. However, depending upon the 
situation in question, one can, by exercising a little 
common sense, determine with some accuracy 
whether or not chance played any significant part 
in obtaining the results reported. 

In the evaluation of any experimental study, the 
efficacy of the agent cannot be considered indepen- 
dently of its toxicity, as the two are inseparable.'® 
The toxicity of the drug must be weighed against 
its therapeutic benefits and against the severity ct 
the disease entity for which it is to be prescribed. 
Thus a drug which is potentially toxic and which 


possesses only a minor therapeutic action may be 
considered too toxic to use in a minor condition, 
whereas a drug with equal or greater toxic potential- 
ities and possessing significant therapeutic efficacy 
may be considered safe to use, providing the severity 
of the disease warrants its use. Since the production 
of major toxic effects with experimental drugs is 
not permissible in human beings, most of the toxicity 
studies published are carried out upon experimental 
animals. 

In addition to the consideration of species dif- 
ference to drug action already mentioned, one must 
also consider the dosage plan used in such studies. 
Marshall> states, “A determination of the acute 
toxicity of the drug in animals (the toxicity result- 
ing from a single dose) may give no information of 
value where one expects to give more than one dose 
of drug a day for several days in the clinical trials.” 
He points out that quinine is more toxic than 
quinacrine when given in a single dose, but the 
reverse is true when administered several times 
a day over a period of several days. 

Van Winkle et al!? outlined the following pro- 
gram which they feel should be carried out in the 
toxicity studies of any agent. 

A. Acute toxicity. Dosage response curves in 
three or more species; objective symptoms; statistical 
calculations for comparative studies; simultaneous 
comparative determinations of other substances; 
variation of toxicity with methods of administration. 

B. Subacute toxicity. Large daily doses to one or 
more species for six to 12 weeks; microscopic path- 
ology. : 

C. Chronic toxicity. Three or more species; at 
least one species for the life of the animal; several 
dosage levels graduated to produce from no effect 
up to pronounced lesions, and possibly shortening 
of the life span; microscopic pathology; effects on 
voluntary activity; running or other performance as 
evidence of more subtle functional changes. 

D. Local effects. Sensitization; skin irritation; 
mucous membrane irritation; photosensitization. 

E. Special studies. Reproduction; distribution 
and storage; effect of diet; effect of environment; 
kidney and liver function tests. 

It may seem that such a program is unduly de- 
manding, but it is to be remembered that human 
life may be at stake. 

Such a program brings up the duration of the 
study. Not only must it be of sufficient duration so 
that inherent toxicity may become manifest, but it 
must also be sufficient to demonstrate any thera- 
peutic relapses which may occur in a time sufficiently 
short to nullify the beneficial results of a thera- 
peutic course of the agent. 

Finally, in the evaluation of therapeutic studies, 
one should always compare the agent with the 
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existing therapy in respect to (a) potency; (b) 
toxicity; (c) occurrence of side reactions; (d) 
duration of therapy; (e) ease of administration, 
etc.20 Remember that: 

(a) Regarding potency, a 100 per cent increase 
in potency means nothing if a proportional increase 
in weaker existing agents is possible, unless it also 


-involves freedom from side reactions, shorter dura- 


tion of therapy, less expense, etc. 

(b) Regarding toxicity, it is important only if 
the margin of safety of the newer preparation is 
materially greater. If the toxic dose of the existing 
drug is high, then there will probably be little 
advantage to changing in this respect. 

(c) Regarding side actions, the freedom of the 
newer agent from side reactions must be significant 
in kind and degree to be pertinent. 

(d) These must also be significant in degree. 

(e) Regarding cost, the introduction of a new 
drug seldom has any material effect upon economics. 


Lastly, one should always ask the question, “Is 
there sufficient reason for trying the agent reported 
upon, or are present agents equally as satisfactory?” 

An attempt has been made to point out a few of 
the factors to be considered in the evaluation of 
medical literature. They are common knowledge 
and are used daily by many who, in the study of 
medicine and its allied sciences, are required to 
read a varying portion of the vast amount of liter- 
ature published on these subjects. No claim is made 
as to the adequacy of coverage of such a broad field 
with its unlimited possibilities. The statistical ap- 
proach has been deliberately ignored because the 
writer, like many medical students, lacks the neces- 
sary knowledge to handle data statistically. 

The appearance of large numbers of inadequately 
controlled and questionably valuable articles in 
medical literature is prima facie evidence of the 
universal lack of emphasis on the subjects of the 
Logic of Experimental Design and Statistical Sig- 
nificance in the curriculum of the modern medical 
school. It is not advocated that the student be 
“spoon-fed” to the point of crowding another course 
into an already over-crowded curriculum, but it is 
advocated that the importance of these subjects be 
emphasized early in the four-year course of study. 
It is suggested that great service could be rendered 
if some competent person were to write, in language 
which even the slowest student in the class could 
understand, a small syllabus, covering the essentials 
of these topics. Perhaps such a piece of work already 
exists, and if so, it is felt that it should be put on a 
required reading list for all students. 


Summary 
In summary the following list of questions is 
submitted. It is thought that if these are kept in 


mind while evaluating articles pertaining to thera- 
peutic efficacy, the reader will be less likely to fal] 
into many traps that await the unwary between the 
covers of the medical journals reposing upon the 
library shelves. 

1. What is the purpose of the study, and what 
questions does it answer pertaining to the agent? 

2. Is the author qualified in the field in which 
the investigation was carried out? 

3. Is there any reason to suspect the presence of 
bias? 

4. Is the study controlled and, if not, does its 
nature preclude the use of controls? 

5. Is the exact manner in which the material was 
selected and divided into “experimental” and “con- 
trol” groups stated?, Are the pertinent specifications 
of each group given? 

6. Insofar as can be determined, were the “con- 
trol” and “experimental” groups comparable at the 
beginning of the study, and was this comparability 
maintained? 

7. Did both the “experimental” and “control” 
groups undergo a preliminary period of observation 
in order that base-lines could be established? 

8. Is objective evidence offered to substantiate the 
diagnosis in all cases? If not, are complete case 
histories included as evidence? 

9. What criteria are used to establish therapeutic 
efficacy? Is objective evidence of same offered? 

10. In studies utilizing subjective evidence, were 
either “blind test” or “placebo” controls used? 

11. Was there alteration of treatment with place- 
bo and agent between the “experimental” and “con- 
trol” groups? 

12. Does the agent exhibit a clear-cut positive 
“placebo” response? 

13. In studies involving the use of laboratory 
animals, which and how many species were used? 
Were the results the same in all species? Could 
species difference to drug action have affected the 
results? 

14. Did the animals have experimentally pro- 
duced physiological and pathological lesions similar 
to the disease for which the agent is advocated? 

15. In laboratory studies dealing with infection, 
were these produced with the same bacterial strains 
constituting the etiological agent in human disease? 

16. Were the results measured indirectly by in- 
strumental means, and if so are these applicable as 
therapeutic criteria? 

17. Are there associated agents present and, if so, 
did they exert an effect? 

18. Are any trends present in the material or 
brought about through experimental design which 
may affect the results? 

19. Was adjuvant therapy necessary to produce 
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and 


YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B.. Ralph developed 

methods of treating alcohol and narcotic addiction that, by the 

standards of the time, were conspicuous for success. 
Twenty-five years ago experience had bet- 


tered the methods. Today with the advantages of collateral medicine, 


treatment is markedly further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and 
massage speed physical and emotional re-education. Cooperation 
with referring physicians. Write or phone. 


She 
RALPH 


SANITARIU-M 


Ostablished 18907 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 


Telephone Victor 3624 
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the results? If so, of what type was it, and did 
both the “control” and “experimental” groups re- 
ceive it? 

20. What is the mode of action of the agent? 
Are they desirable pharmacodynamic actions, or the 
results of some chance undesirable side reaction of 
the drug? 

21. Are data on the absorption, distribution, ex- 
cretion and detoxification of the drug known? 


22. What toxic effects or undesirable side re- 
actions were noted during the study and how were 
these handled? 

23. Was the trial of sufficient duration in respect 
to (a) the development of chronic toxic reactions; 
(b) occurrence of therapeutic relapse; (c) attain- 
ment of beneficial effects of the agent? 

24. Are blood levels of the agent and other 
pertinent information recorded so that these may 
be correlated with the benefits obtained? 

25. What is the therapeutic index of the 
agent; ratio of effective dose to the toxic dose, 
E.D.50/L.D.50? 

26. How does the agent compare with existing 
therapy in respect to (a) potency, (b) toxicity, 
(c) side reactions, (d) duration of therapy, (e) 
ease of administration, (f) cost, etc.? 

27. What are the indications and contraindica- 
tions for the use of the agent? 

28. Was complete cure obtainable or are the 
results palliative? 

29. Are the results constant and reproducible? 

30. Were the results of more than one study re- 
ported? Do these agree? 

31. Is there sufficient indication for trying the 
mew agent or are present ones satisfactory? Re- 
member, your therapeutic armamentarium should 
be as small as possible and still be adequate for your 


needs. 
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“It has been correctly stated that socialism is 
communism on a slow train. Socialism performs its 
totalitarian operations under the anesthetic of 
‘democratic’ terminology while communism draws 
the same blood visibly, violently and with an open 
profession of its complete and unrestrained dictator- 
ship... 

“In 1936, Mr. John Strachey wrote in his ‘Theory 
and Practice of Socialism’: ‘It is impossible to estab- 
lish communism as the immediate successor to 
capitalism. It is, accordingly, proposed to establish 
socialism as something which we can put in the 
place of our present decaying capitalism. Hence, 
communists work for the establishment of socialism 
as a necessary transition stage on the road to com- 
munism.’ 

“At this writing, Mr. Strachey is War Minister in 
the Socialist government of Great Britain. 


“Unless constitutional limitations upon the spend- 
ing powers of Congress are effectively and speedily 
established, all other constitutional limitations will 
soon be swept aside in our constantly accelerated 
drive toward centralized socialism. Money is power 
and, when the materialistic concept controls, un- 
limited money is unlimited power . . . 


“Today, big and complicated government has a 
hand in everybody's business and another in every 
person’s pocket. These hands are moved by rela- 
tively obscure people tucked away here and there 
throughout the fathomless maze of government's 
bulging burocracy.”—Clarence Manion in The Key 
to Peace. 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Cystoscope and accessories in excellent con- 
dition, complete ophthalmoscope, miscellaneous surgical in- 
struments. Write the Journal 8-51. 


FOR SALE—Complete set of office equipment including 
portable x-ray, fluoroscope, diathermy, etc. Practically all 
items bought new in 1949. Changing location. Will sacrifice 
for $2,000. Write the Journal 9-51. 


FOR SALE—Complete Picker Century 100 ma., 100 kvp 
x-ray unit, 1948 model, excellent condition, with airflow 
diagnostic, fluoroscopic and superficial therapeutic tube, 
fluoroscopic screen, cones, protective lead stand, gloves. 
apron, goggles, wall cassette holder, foot rest, cassette: 
(2—14 x 17, 2—10 x 12, 3—8 x 10) with screens, film 
hangers, and roll of sheet lead. Immediate delivery F.O.B. 
North Little Rock. Uncrated shipping weight 1500 pounds 
$3,500. Write the Journal 10-51, 
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taming |} an amine 


better to tame asthma 


Asthmatics can now have the desired 
relief of such sympathomimetic amines 
as epinephrine and ephedrine but with 
minimal vasopressor risks and minimal 
psychomotor discomfort. 


Upjohn researchers have, by molecular 
modification, tamed an amine better to 
tame asthma and have created orally 
effective Orthoxine Hydrochloride. 


For remarkably selective 
bronchodilation 


B Orthoxine* 


HYDROCHLORIDE 


for adults: 4 to 1 tablet (50 to 100 mg.) 
for children: half the dose 
for both: repeat q. 3 to 4 h. as required 


Trademark, Reg. U. S. Pat. Off. Brand of methozyphenamine 


for Medicine... Produced with care... Designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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The A.M.A. Atlantic City Convention 


Atlantic City is probably the greatest convention 
city in the world. Hotels are comfortable and are of 
all types. The eight mile board walk is famous the 
world over, with shops of every description along 
the ocean beach. 

Convention Hall, the largest in the world, was 
filled. Scientific exhibits, which completely filled 
the lower level, were judged carefully and prizes 
awarded. There was, as always, a liberal education 


in all specialties. Any physician could have profited . 


by spending two whole days viewing and reading 
the material there presented. These exhibits were 
classified into the specialties, and maps were avail- 
able to direct one easily to his chosen field. One 
hears the criticism that it is all too large; but with- 
out size, variety would be lacking. The programs 
contain all the maps and instructions needed so that 
one may easily find the material in which he has 
the highest interest. 

The commercial exhibit filled the main floor 
completely, and there again one found all of the 
newest adjuncts displayed, not only for medicine 
and surgery, but also for all of the ancillary pro- 
fessions. Actually, there were hundreds of them; 
and in one corner, Coca Cola was distributed free. 

On a lower level at one side, color televised sur- 
gery, as well as clinics, progressed all day very nearly 
according to schedule. These were presented through 
24 sets furnished by Smith, Kline and French Lab- 
oratories. Parenthetically, a televised Caesarean sec- 
tion caused 10 women to faint. There was no time 
when that large space turned away people who were 
eligible to enter, although the curious were kept 
out by police. 

The House of Delegates is now composed of 201 
seats. Two hundred were in attendance. The tech- 
nique of operation of this most democratic or- 
ganization has proved most successful through 100 
years of trial and error. Any state through a dele- 
gate or a delegate himself may present a resolution 
which typists are ready to prepare. The chair rec- 
ognizes the delegate whose name and state appears 
on the resolution, and the resolution is presented to 
the House of Delegates. Then it is referred to an 
appropriate committee for hearing where its pro- 
ponent may amplify its details. The committee 
brings it back to the House with its recommenda- 
tion for final. action of the House. 

The most important items emphasized by the 
trustees and the delegates, in my opinion, are: 

1. Continued effort in increased enrollment and 
broadened benefits of voluntary medical and hos- 
pital prepaid insurance. 

2. Improved public relations with emphasis on 
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24-hour emergency medical care for all communi- 
ties. 

3. Grievance committees to correct misunder- 
standings between physician and patient. 

4. Emphasis on joining the World Medical As- 
sociation. 


The World Medical Association is one way to 
promote international understanding. Certainly 
medical science never has or never should know na- 
tional barriers. The dues are $10 a year, and Amer- 
icans must carry the heavier financial burden 
because they are the only nation sufficiently eco- 
nomically stable to do so. 


The only other important item which I shall 
mention is the National Medical Educational Fund. 
We are unified in our fight against socialized medi- 
cine. We are certain that the social planners are 
tireless in trying in every possible way to creep in 
through all avenues. They have been abetted some- 
what by the lowered return from endowments sup- 
porting much of American medical education. We 
cannot fight socialization of medicine and allow the 
very fountainheads of medical learning to receive 
federal aid. We are not naive enough to believe that 
it is possible to receive federal money without di- 
rectives. We, therefore, by every moral obligation, 
by our debt to medical education for giving us our 
opportunity to serve the sick, because of our fight 
against state socialism, should: contribute to this 
fund. It is deductible, and much or little, we should 
give—National Medical Educational Fund, care of 
AM.A., will suffice. Let us show what Kansas can 
do to meet this national medical obligation. As you 
know, last December the American Medical Asso- 
ciation contributed one-half million dollars to start 
this fund and substantial additions have been made 
by companies and individuals. This is an oppor- 
tunity to demonstrate in a substantial way our be- 
lief in the American way of life. 


It seems to those of us who have seriously con- 
sidered this matter that in our donation budgets, 
next to our churches, this national medical educa- 
tional fund deserves first place. There will be no 
personal solicitation, so the initiative must rest on 
each individual. 


It is both an honor and a real responsibility to 
represent Kansas at the delegates’ meeting. Both 
Dr. John M. Porter and I try to do so with dignity 
and intelligence. We welcome suggestions, not only 
from the Council and delegates of our democratic 
organizations, but also from any individual member 
who has a constructive suggestion. 


L. S. NELSON, M.D. 
Delegate from Kansas. 
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The best way to measure the value our cosmetics have for you is by the degree of satisfaction you get from 
using them. 


Yes, the proof of the pudding is in the eating. And the proof of the cosmetic is in the using. 


We select our preparations to suit your needs, with purpose to create the best possible cosmetic effect for 
you. Your are the judge (you and your friends) of whether we achieve that purpose. 


Unless you are satisfied that your Luzier’s Service is in every respect suited to your requirements and 
preferences, you are urged to return any or all of the preparations for an adjustment in selection or a 
cash refund for the unused portions. 


We feel that no higher claim can be made for cosmetics than that they fulfill the individual’s need for 
them and purpose in using them. 


A card addressed to Luzier’s, Inc., Kansas City 3, Mo., will put you in touch with the Cosmetic Consultant 
through whom Luzier’s Service is made available in or near your community. 


LUZIER’S FINE COSMETICS AND PERFUMES 
Are Distributed in Kansas By: 


BURBRIDGE AND BURBRIDGE, Divisional Distributor 
519-520 Continental Bank Building 
Lincoln, Nebraska 


Mrs. Beulah Chinn Mrs. Kathleen Scroggin Mrs. Jeanne Winslow 
324 North Rutan 70742 Commercial 1930 Kentucky 
Wichita, Kansas Atchison, Kansas Lawrence, Kansas 


Mrs. Maxine Delforge Mrs. Erma Wells Mrs. Christine Kipp 
1911 Grove Street 635 Kansas Ave., Rm. 200 514 South Humbolt Street 
Topeka, Kansas _ Topeka, Kansas Ellinwood, Kansas 


Mrs. Rose Ann Dunlap Chinn & Chinn Mrs. Alice Smith 
1610 Elm Street 324 North Rutan Box 601 
Hays, Kansas Wichita 8, Kansas St. Francis, Kansas 


Mrs. Vena Hazell Mrs. Juanita Douglass Mrs. Goldie Wittman 
401 E. 9th 846 South Spruce 725 S. Mulberry St. 
Hutchinson, Kansas Wichita 16, Kansas Ottawa, Kansas 
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THE KANSAS PRESS LOOKS 
AT MEDICINE 


No Shortage of Doctors 

In their frantic propaganda campaign to induce 
the American people to fall for the socialized medi- 
cine scheme fostered by the Fair Deal administra- 
tion, the quacks involved in the crusade are spread- 
ing a false idea of the present medical care in the 
United States. The Pied Pipers tootling for “medi- 
cine by government only” paint a dismal picture, 
one which does not stand up under close scutiny. 
They blame the American Medical Association as 
the “one big obstacle in the path of Congressional 
efforts to meet the alleged doctor shortage with fed- 
eral aid to medical education.” 

Writing in the June issue of Reader's Digest, 
Paul de Kruif debunks the propaganda put out 
mainly by the Federal Security Agency in Washing- 
ton. One of the talking points these Socialists use 
is that over 30 years the number of doctors has 
remained stationary, although the population has in- 
creased a great deal. The Reader’s Digest writer 
asks the pertinent question, 

“What do you mean by doctors?” 

In 1920 there was one doctor for every 729 peo- 
ple. In 1950 the figure was one doctor for every 
730 people. But what kind of doctors did we have 
in those days? Paul De Kruif points out that many 
thousands of them were graduated from diploma- 
mill medical schools where any man with money 
could get his M.D. in a couple of years. Any with- 
out even seeing a sick person. Those rotten medical 
colleges have gone out of business. Medical students 
no longer get degrees for dollars. Graduates from 
accredited schools today are equivalent to the open- 
ing of 15 new medical institutions. Quoting from 
the article: 

“Actually, since 1930 the number of doctors in 
the U. S. A. has been increasing proportionately 
faster than the general population. What is our sit- 
uation compared to other lands? The United States 
has more doctors per total population than any 
county in the world, excepting Israel, overcrowded 
with refugee doctors from Europe. 

“Can we judge the over-all need for doctors by 
simply counting doctors’ noses? That's the yard- 
stick used by Washington politicians. It’s fishy. In 
World War II, 40 per cent of our doctors were 
called into the armed services, leaving 60 per cent 
of our M.D.’s to guard the lives of 91 per cent of 
the population. What happened? During the war 
the nation’s health kept on improving, death rates 
sinking, life expectancy rising. 
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“The fortunate fact is that one modern doctor 
can do what 10 couldn’t do at all 30 years ago. In 
those days doctors ran themselves ragged treating 
diphtheria; immunization has wiped out that drudg- 
ery. Inoculations and new wonder drugs have enor- 
mously cut down the hours doctors used to spend at 
bedsides of children sick with whooping cough, 
measles, mastoids and other childhood ailments. Not 
long ago pneumonia meant weeks in hospital and 
day-and-night attendance by doctors. Antibiotics 
have reduced this killer to a minor illness.” 

The experience in Kansas is cited to show the 
fallacy of the propaganda designed to arouse public 
sentiment for socialized medicine. In the past two 
years 67 physicians have come to locate in towns of 
2,500 or less. Dean Franklin Murphy, of the Uni- 
versity of Kansas School of Medicine, reports that 
a substantial number of these were attracted by the 
new community technique of building offices and 
clinics for their doctors. 

By such methods local shortages of doctors can 
be and are being relieved. And at present there is 
no serious national shortage. Yet from the Federal 
Security Agency comes a clamor that there will be 
such a shortage by 1960 unless medical schools in- 
crease their output of doctors by 50 to 100: per cent. 
It isn’t true, of course, and the propagandists know it 
is misleading and false. But so intent are they upon 
steering the United States down the same path to 
socialism that has wrecked Britain’s medical-health 
program, they stoop to deception in an effort to 
achieve their nefarious goals. 

Presumably these Socialist-minded savants have 
taken Adolph Hitler’s slogan of “the bigger the lie, 
the more people believe it."—Topeka Daily Capital, 
July 1, 1951. 

* * * 

Geese and Ganders 

Your editorial on socialization of medicine was a 
subtle method of conditioning propaganda. “Event- 
ually, why not now’—it is fortunate for you that 
we professional men don’t treat you in a similar 
manner when you come into our offices. What if 
we say, “Eventually you will die.” “I’m sorry.” “Next 
patient please.” 

Have you ever given it a thought that you too 
are eligible for socialization. Why not? Every point 
you can make for my profession to be socialized I 
can make for yours. 

You point out that England will never go back 
to private medicine—of course not. It has become 
a political issue. Just because they now have it and 
won't go back to private medicine does not say it’s 
desirable. We probably won’t be without a big na- 
tional debt either, but that doesn’t make it a good 
thing. 
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Effective against many bacteria! and 
rickettsial infections, as well as certan 


protozoal and large viral diseases. 


AUREOMYCIN 


Hydrochloride Crystalline 


The General Practitioner 
is the clinician most likely to be called at the first sign of conta- 


gious disease. He cares for the majority of such cases and initiates 


the treatment of many obscure or refractory diseases. Increasingly, the 


. family physician is turning to aureomycin as a preferred drug for the 


treatment of many infectious diseases. The broad range of effective- 
ness of aureomycin, coupled with a lack of any significant tendency 
to evoke bacterial resistance and a low incidence of undesirable side- 


reactions, render aureomycin indispensable to the busy practitioner. 


Packages 
Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Guanamid LOMPANT 


30 Rockefeller Plaza, New York 20, N.Y. 
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Whar’s good for the goose may be good for the 
gander—I should be socialized—OK, so should you. 
—J. O. Schrag, D.DS., McPherson, in Hutchinson 
News-Herald, July 15, 1951. 


ANNOUNCEMENTS 


The American Congress of Physical Medicine 
will hold its 29th annual scientific and clinical ses- 
sion September 4-8, inclusive, at the Shirley-Savoy 
Hotel, Denver. Full information may be obtained 
from the Congress, 30 North Michigan Avenue, 
Chicago 2, Illinois. 


* * * 


The 37th annual clinical congress of the Amer- 
ican College of Surgeons will be held in San Fran- 
cisco, November 5 to 9. A feature of the meeting 
will be color telecasts of surgical procedures from 
Letterman Army Hospital. The 30th annual Hos- 
pital Standardization Conference will be held as a 
part of the congress. Complete information may be 
secured from the College, 40 East Erie Street, Chi- 
cago 11, Illinois. 

* * 

The American Heart Association announces that 
applications are now being accepted for research 
fellowships in cardiovascular and related fields, the 
studies to begin in July 1952. Applications may be 
submitted up to September 15 of this year. The 
address of the association is 1775 Broadway, New 
York 19, New York. 

* * * 

The trustees of the Caleb Fiske Fund of the Rhode 
Island Medical Society announce that the subject 
for the prize dissertation of 1951 is “The Present 
Status of Adreno-Cortical Hormone Therapy—lIts 
Uses and Limitations.” A prize of $200 will be 
awarded the winner. The closing date for submit- 
ting manuscripts is December 2, 1951. Copy must 
be typewritten, double spaced, and should not ex- 
ceed 10,000 words. Details may be secured from 
the Rhode Island Medical Society, 106 Francis 
Street, Providence 3, Rhode Island. 

* * * 

The 16th annual assembly of the United States 
chapter of the International College of Surgeons 
will be held in Chicago, September 10 through 13, 
with headquarters at the Palmer House. In addition 
to the general assembly, scientific sessions will be 
held by all specialty sections of the United States 
chapter. On the evening of September 13 Senator 
Estes Kefauver will speak on “The America of To- 
morrow.” Hotel reservations may be arranged by 
writing the Housing Division, Chicago Convention 
Bureau, 33 North LaSalle Street, Chicago 2, Illinois. 
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The Mississippi Valley Medical Society will hold 
its 16th annual meeting at the Pere Marquette Ho- 
tel, Peoria, Illinois, September 19-21. No registra- 
tion fee will be charged, and all ethical physicians 
are invited to attend. Programs may be obtained 
from Dr. Harold Swanberg, 209-224 W.C.U. Build- 
ing, Quincy, Illinois. 

The American Medical Writers’ Association will 
hold its 8th annual meeting on September 19 at the 
same hotel. Among the speakers are Dr. Ralph H. 
Major of the University of Kansas School of Medi- 
cine, Dr. Austin Smith, editor of the Journal of the 
A.M.A., and Miss Marguerite Stadelhofer of the 
C. V. Mosby Company, medical publishers. There 
will be no registration fee. 

* * * 

The third annual meeting of the Southwestern 
Surgical Congress will be held at the Hotel Jeffer- 
son, St. Louis, September 24 through September 26. 
Reservations may be secured by writing direct to 
the hotel. Registration will be at noon on Sunday, 
September 23, and at 8:00 a.m. on each succeeding 
day. There will be a $10 registration fee for non- 
members of the Congress, only. 


New Drug for Use in Surgery 

A new drug called Mytolon, which makes deep 
anesthesia unnecessary when muscles must be re- 
laxed in the course of surgery, has been developed 
and found clinically useful in surgical operations. 
It has been proved more potent and safer than 
natural curare. 

A report on the development of the drug was 
presented to the New York Academy of Sciences 
Conference on Curare and Anti-Curare Agents in 
New York recently. Chemically, Mytolon is 2,5-bis- 
(3 diethylaminopropylamino) - benzoquinone - bis - 
benzylchloride. It is a red crystalline solid. 

The drug is administered intravenously in con- 
junction with the anesthetic. Molecules of it blanket 
the receptor sites of all the voluntary muscles in the 
body, blocking nerve impulses and producing a 
relaxing effect that lasts for 15 to 20 minutes. In 
more than 400 surgical cases, it has proven especially 
effective for operations of long duration. 

Most significant advantages of the new synthetic 
drug over the natural curare alkaloid compound, 
known as d-Tubocurarine, are that Mytolon does 
not produce such side-effects as paralysis of the auto- 
nomic ganglia, bronchial spasms, histamine release, 
depressing effect on the heart, and falling blood 
pressure or shock. 

Mytolon will shortly be introduced nationally by 
Winthrop-Stearns, Inc. It will be made available 
to surgeons in five cc. ampuls containing three mg. 


per cc. 
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A SMOOTHER READJUSTMENT of the in- 
ternal environment of the climacteric patient may 
be anticipated through hormonal replacement (with 
conjugated estrogens, equine). 

Glass, S. J., and Rosenblum, G.: J. Clin. Endo- 
crinol, 3:95, 1943. 


Oral Therapy with Conestron is Potent—and Flexible... 


facilitating regulation of dosage to suit the needs of the 
individual patient. 

It is confirmed by abundant clinical experience that 
Conestron therapy confers a striking sense of well being, 
with a minimum of untoward side-effects. 


Supplied in tablets of 0.3, 0.625, 1.25, and 2.5 mg. 


CONESTRON® 


ESTROGENIC SUBSTANCES (WATER-SOLUBLE) WYETH 


WYETH INCORPORATED, PHILADELPHIA 2, PA. 
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BOOK REVIEWS 


Spatial Vector Electrocardiography. By Robert P. 
Grant and E. Harvey Estes, Jr., Published by the 
Blakiston Company, Philadelphia. 149 pages, 41 
figures. Price $4.50. 

The authors have approached electrocardiography 
by vector analysis. The principle is based on the 
premise that the events of cardiac depolarization and 
repolarization produce a force or vector. The EKG 
leads are merely the graphic representation of a part 
of that force. A method is clearly outlined to cal- 
culate the spatial direction of ventricular depolari- 
zation (QRS vector) and the vector of ventricular 
repolarization (T vector). 

This can be determined by simple inspection of 
any EKG of three standard limb leads, AVR, AVL, 
AVF, and 6V leads. The QRS vector and T vector 
form an angle called the QRST angle. By knowing 
the QRST angle and direction, the pattern of any 
EKG lead can be predicted. In cardiac disease the 
QRST angle changes. Myocardial infarctions and 
other clinical conditions are explained on the basis 
of vector analysis. 

The chief advantage of the approach used by the 
authors is its simplicity. It provides a basis for 
understanding electrocardiography without requir- 
ing the reader to memorize patterns. For the clin- 
ician who has had wide experience in interpreting 
empiric patterns, it provides an explanation for the 
many variations he has come to recognize as abnor- 
mal records.—L.E.L. 

* * * 

Handbook of Nutrition. Second edition. Prepared 
under the auspices of the Council on Foods and Nu- 
trition of the A.M.A. Published by the Blakiston 
Company, Philadelphia. 717 pages, 7 charts, 28 
tables, 35 figures. Price $4.50. 

The book is a revision of a previous edition pub- 
lished in 1943. The greater part of it is completely 
rewritten. It is a compilation of articles on nutri- 
tion and metabolism prepared by specialists in the 
different fields. The authors include specialists in 
metabolism, biochemistry, surgery, medicine, pe- 
diatrics, physiology, agriculture and public health. 

The papers are grouped into four parts: (1) in- 
dividual nutrients, (2) nutritional needs, (3) nu- 
tritional deficiencies, and (4) foods and their nu- 
tritional qualities. 

The first part is a summary of the latest knowl- 
edge on metabolism of protein, fat, carbohydrate, 
minerals, and vitamins. There is a discussion in each 
chapter of the latest research and controversial 
issues. 
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Part two deals with nutritional needs of persons 
of different ages and different states of health. 
There is a chapter on nutritional needs in illness and 
disease. Tables are included of recommended food 
requirements published by the Food and Nutrition 
Board of the National Research Council. The au- 
thors point out the need for further research to 
establish food requirements for optimum health. 

Section three covers inter-relationship of nu- 
trients. The relation of certain vitamins to carbo- 
hydrate, protein and fat metabolism, the inhibitive 
action of some nutrients to others, the relation of 
vitamins and minerals to each other, are some of 
the “balances” considered. There is a complete 
chapter devoted to fluid therapy and another to 
caloric undernutrition. Results of studies on starva- 
tion made during the war and afterward are pre- 
sented. Symptoms of deficiency states resulting 
from imbalance of vitamins and minerals are dis- 
cussed together with recommended therapy. 

Part four deals with studies in the adequacy of 
American diets. Variations in composition of the 
same foods are pointed out. Ensuing agricultural 
and marketing problems are discussed. The use of 
supplements to improve the quality of staple foods 
is recommended in order to insure a better diet for 
the average citizen. 

The handbook is a comprehensive review of the 
present knowledge in the field of human nutrition. 
It is complete enough to be of practical value as a 
reference to the practicing physician —R.H. 


Acthar Council Accepted 

Acthar, Armour Laboratories brand of ACTH, 
has been accepted by the Council on Pharmacy and 
Chemistry of the A.M.A. The product, supplied in 
10, 15, 25 and 40 milligram vials, is the first ACTH 
product so accepted. 

In spite of numerous rumors to the contrary, there 
is no shortage of Acthar. All orders are being filled 
immediately. 

A film presented by the Armour company at the 
June meeting of the A.M.A. “Therapeutic Uses of 
ACTH in Human Diseases,” was one of the six most 
popular movies shown at the session, according to 
the A.M.A.’s rating on the basis of attendance. 


Golden Belt Society Meets 

A meeting of the Golden Belt Medical Society, 
scheduled for Manhattan on July 12, was held at 
Topeka on that date because of flood conditions. 
The scientific program was on the subject of the 
clinical application of radioactive isotopes, with two 
speakers taking part, Dr. Kenneth Corrigan of Har- 
per Hospital, Detroit, Michigan, and Dr. Frank 
Hoecker, Stormont-Vail Hospital, Topeka. 
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MEDICAL PROTECTIVE 
COMPANY 
Fort WAYNE. INDIANA 


Professional Protection 


THE BROWN SCHOOL Exclusively 
since 1899 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private TOPEKA Office: 

swimming pool, fireproof building. View book. J. E. McCurdy, Rep. 
Approved by State Division of Special Education. 1160 College Avenue, 


BERT P. BROWN, DIRECTOR Telephone 2-3027 
PAUL L. WHITE, M.D., F.A-P.A., 


MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 
a restful atmosphere. Accommodations vary from single rooms with or without bath to 
rooms en suite, allowing for segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. Wendell T. Wingett, M.D. 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Venous Thrombosis 

A New Concept of Venous Thombosis. By A. J. 
Quick, Surg., Gyn. and Obs., 91:296-300, Sept. 1950. 

The problem of diagnosis and prevention of 
venous thrombosis has not been successfully solved. 
Until means are found to recognize the thrombotic 
tendency before the signs of thrombophlebitis ap- 
pear, prophylactic measures against pulmonary em- 
bolism are left largely to chance. 

Plasma furnishes all but one of the primary 
clotting factors, which are thromboplastinogen, cal- 
cium, prothrombin and the labile factor (the latter 
is also known as factor V and ac-globulin). No 
formation of thrombin takes place until free throm- 
boplastin becomes available. For this to occur, 
platelets must disintegrate since they contain the 
activator of thromboplastinogen. Without platelets 
no coagulation occurs. As soon as thrombin is 
formed, it enzymatically converts fibrinogen to 
fibrin, and, equally important, it acts on the platelets, 
making them labile, thereby causing them to dis- 
integrate. As a result, they liberate additional activa- 
tor, and more thromboplastinogen is converted to 
the reactive state; therefore, more thrombin results 
and an autocatalytic reaction is initiated. 

Thrombin, because of its action on platelets, has 
the power to set off a chain reaction that potentially 
could coagulate all the fibrinogen and convert all 
of the circulating blood into a solid ciot. 

Investigators have found that in the clotting of 
blood in a test tube, only a minute amount of pro- 
thrombin is converted to thrombin. Due to the 
enormous surface of the fibrin reticulum in the clot, 
the thrombin is promptly removed by adsorption; 
consequently, the chain reaction cannot be initiated. 
Only when the intimate contact of serum with the 
fibrin surface is destroyed, either mechanically by 
centrifugation or physiologically by clot retraction, 
is the thrombinogenic reaction allowed to go rapidly 
to completion. 

In the new theory of hemostasis, it is logical to 
postulate that a thrombus begins as a clumping of 
platelets. Even minor disturbance, however, may 
alter the physio-chemical behavior of the endothelial 
lining and permit the adherence and agglutination 
of platelets. As the platelets undergo lysis, thrombin 
is produced and a reticulum of fibrin enmeshing the 
cellular elements of the blood is formed. The initial 
or primary clot undergoes retraction and expresses 
a serum rich in nascent thrombin. If the circulation 
is rapid the serum is promptly washed away and the 
thrombus fails to propagate. When the circulation 
is sluggish, the extruded serum causes the clotting 
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of blood about the thrombus and a new clot is built 
on the old thrombus. It in turn retracts and fresh 
serum brings about an additional extension of the 
thrombus. Due to the flow of blood, the growth of 
the clot is principally at the tip and in the direction 
of the stream. Not only does the retraction explain 
why the thrombus propagates itself, but it clearly 
accounts for the common observation that the clot 
may be entirely unattached to the walls of the vessel 
except at its locus of origin. 

Thus, there are strong theoretical reasons why 
clot retraction is the important factor in the propa- 
gation of a thrombus. 

By means of a simple experiment of mixing 
washed platelets with a solution of fibrinogen and 
adding varying amounts of thrombin, it can readily 
be shown that these three agents alone determine 
retraction. 

Summary: It can be postulated that any means 
which diminishes or slows clot ‘retraction should be 
valuable phophylactically against thrombosis. The 
reduction of the number of circulating platelets is 
a theoretical means but is not feasible clinically. The 
reduction of the potential formation of thrombin is 
readily accomplished by heparin and by dicumarol. 
Particularly important as a prophylactic measure is 
the correction of anemia, since the lower the cell 
volume, the greater the retractility of the clot— 
T.P.B. 


* * * 


Duodenitis 

Duodenitis in Childhood. By James B. Gillespie 
and Richard E. Dukes, Pediatrics, 6:4, 601-606, Oct. 
1950. 

Duodenitis produces hyperemia and stippling of 
the serosa but the wall is not indurated and on 
palpation the duodenum is indistinguishable from 
one that is normal. In childhood the most prominent 
radiologic finding is the marked irritability of the 
duodenal cap noted at fluoroscopy. The radiographs 
show the reticular appearance due to edema of the 
mucosa or indentations of the contours resulting 
from swollen folds seen in profile. The indentations, 
however, are inconstant and change after each con- 
traction. There is no permanent deformity seen in 
the cap as seen in ulcer scars. The symptoms are 
similar to those found in uncomplicated duodenal 
ulcer, but much milder. Vomiting occurs occassion- 
ally and night pain is rather frequent in younger 
children. 

The authors report cases in the following age 
group, 12 years, six years, five years, 4 years and 
34 years. It is well recognized that adults with 
peptic ulcer not infrequently give a history of 
typical ulcer symptoms beginning in childhood. 

The possible presence of an inflammatory lesion 
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ACCIDENT + HOSPITAL SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 


ALL 


60 TO 


COME FROM 


$5,000 accidental death $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 
$100.00 weekly indemnity, accident and sickness Quarterly 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN. 
ALSO HOSPITAL POLICIES FOR MEMBERS’ WIVES AND 
CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used 
for members’ bencfits 


$4,000,000.00 $17,000,000.00 
Invested Assets Paid for Claims 
$200,000.00 deposited with State of Nebraska for 
ag of our members 
Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


years under the same management 


400 FIRST NATIONAL BANK BLDG., OMAHA 2, NEBRASKA 


AMERICAN BOARD 
EXAMINATIONS 


Anesthesiology. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hart- 


for 15, Conn. Oral, Memphis, Oct. 14-17 
Dermatology and Syphilology. Sec., Dr. George M. Lewis, 66 East 
66th St., New York 21. 


Internal Medicine. Sec., Dr. William A. Werrell, d West Main 
Street, Madison 3. Written, various centers, Oct. 1 

Obstetrics and Gynecology. Sec., Dr. Paul Titus, ian Highland 
Bldg., Pittsburgh 6. he sai Feb. 1, 1952. Final date for 


filing applications is Nov. 
Ophthalmology. Sec. Dr. sm B. Dunphy, 56 Ivie Road, Cape 
Cottage, Maine. Written, Feb. 4-5, 1952, 25 centers. Oral, 


Oct. 8-15, Chicago. 


Otolaryngology. Sec., Dr. Dean M. Lierle, University Hospital, 
Iowa City. Oral, Chicago, Oct. ©-12. 
Papersat- Sec., Dr. Robert A. Moore, 1402 S. Grand Blvd., St. be ee: 
ouis. 
Pediatrics. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rose- i 
mont, Pa. 


Sec., Dr. Robert L. Bennett, 


Physical Medicine and Rehabilitation. 
Parts I and II, Philadelphia, 


30 N. Michigan Ave., Chicago. 
June 16-17. 
Sec., Dr. Bradford Cannon, 330 Dartmouth St., 


Plastic Surgery. 

ston. 

Preventive Medicine and Public Health. Sec. Dr. Ernest L. Steb- 
bins, 615 N. Wolfe St., Baltimore. Written, Oct. 28, San 
Francisco. Oral, Oct. 29, San Francisco. 

Proctology. Sec., Dr. Louis A. Buie, 102-110 Second Ave., S.W., 
Rochester, Minn. 

Psychiatry and Neurology. Sec., Dr. Francis J. Beaceland, 102-110 
Second Ave., S.W., Rochester, Minn. 

Radiology. Sec., Dr. B. R. Kirklin, 102-110 Second Ave., S.W., 
Rochester, Minn. Oral, Sept. 17-22, Washington, D. C. 
Surgery. Sec., Dr. J. Stewart Rodman, 225 — 15th St., 

delphia. Written, various centers, October, 1951. 

Thoractic Surgery. Sec., Dr. William M. ni 1151 Taylor Ave., 

roit. Written, Sept. 14, various centers. 

Urology. Sec., Dr. Harry Culver, 314 Corn Exchange Bldg., Min- 
neapolis 15. Chicago, Feb. 9-13, 1952. Final date for filing 
applications is Sept. 1 


Phila- 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 


Made to Order 
In Our Own Factory 


Surgical 
Corsets | 


P. W. HANICKE MFG. CO. 


1009 McGee St. Victor 4750 
KANSAS CITY, MO. 


Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, Two 
Weeks, starting August 20, September 10, Septem- 
ber 24, October 8. 

Surgical Technic, Surgical Anatomy & Clinical Sur- 
gery, Four Weeks, starting September 10, October 8, 
November 5. 

Surgical Anatomy & Clinical Surgery, Two Weeks, 
starting September 24, October 22, November 19. 

Basic Principles in General Surgery, Two Weeks, 
starting September 10. 

Surgery of Colon & Rectum, One Week, starting 
September 17, October 15. 

Esophageal Surgery, One Week, starting October 15. 

Thoracic Surgery, One Week, starting October 8. 

Gallbladder Surgery, Ten Hours, starting October 22 


Breast & Thyroid Surgery, One Week, starting 
October 1. 

Fractures & Traumatic Surgery, Two Weeks, starting 
October 8. 


GYNECOLOGY—Intensive Course, Two Weeks, starting 
September 24, October 22. 
Vaginal Approach to Pelvic Surgery, One Week, start- 
ing September 17, November 5 
OBSTETRICS—Intensive Course, Two Weeks, starting 
September 10, November 5. 
MEDICINE—Intensive General Course, 
starting October 1. 
Gastroenterology, Two Weeks, starting October 15. 
Electrocardiography & Heart Disease, Two Weeks, 
starting October 22. 
UROLOGY—Intensive Course, Two Weeks, starting Sep- 
tember 24. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES 
TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 427 S. Honore St., Chicago 12, Il. 


Two Weeks, 
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of the duodenum should be considered in any child 
with vague or ulcer-like abdominal complaints — 
D.R.D. 


* * * 


Death in Hypertension 


Causes of Death in Hypertension. By Donald E. 
Smith, Howard M. Odel, James W. Kernohan, Am. 
Jnl. Med., 9:4, 516-527, Oct. 1950. 

The authors reviewed the records of 2,650 persons 
with arterial hypertension who came to autopsy at 
the Mayo Clinic between 1924 and 1948. In 376 
or 14 per cent of the total number it was possible 
to say no known etiologic factor had existed and 
hence the hypertension was “essential.” Retinoscopy 
and clinical data were employed to classify each 
case in one of four “hypertension groups,” and thus 
group one was the mildest and group four was the 
most severe. Every case was categorized by the 
clinical findings at the time of death. These findings 
plus autopsy data permit confirmation of previous 
reports in the literature and a few elaborations and 
additions to previously reported experience. 

Causes of death were the following: 1. congestive 
heart failure, 2. coronary disease, 3. cerebrovascular 
accidents, 4. uremia, 5. all causes unrelated to the 
hypertension. In the entire 375 cases death was due 
in 109 (or 29 per cent) to causes unrelated to the 
hypertension. 

Causes of death related to the hypertension for 
all groups were: congestive failure, 26 per cent; 
coronary disease, 9.8 per cent; cerebrovascular acci- 
dent, 14.9 per cent; uremia, 20.2 per cent. Uremia 
caused death in only three per cent of the mildest 
cases, but in 59 per cent of the group four hyper- 
tension. The great majority of all cases had clinico- 
pathological evidence of impairment of more than 
one type. Coronary disease was the commonest find- 
ing in the two milder groups but was found in only 
55 of the 100 cases of the most severe hypertension. 
Death was from causes related to hypertension in 
only 40 per cent of the mildest group (1) but in- 
creased to 97 per cent in the most severe group (4). 

The mean age of death according to hypertensive 
groups: 1 and 2, 61.7 years; 3, 53.6 years; 4, 47 years. 
The sexes and ages at death were about equal in 
groups 1, 2 and 3, but in group 4 the mean age at 
death in males was 48.1 and females 42.6. These 
observations differed from those of other authors 
who have stated that hypertension was more frequent 
in females and that hypetensive females survived 
longer than hypertensive males. At autopsy every 
one of the 376 hearts was enlarged. There was a 
correlation between the weight of the heart and 
the severity of the hypertension, but none existed 
in relation to the duration of the hypertension. The 
study is well documented and contains much instruc- 
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tive factual data that cannot be included in a sum- 
mary. Tables recapitulate the material presented. 

This reviewer believes such carefully chosen and 
thoroughly studied series of cases with complete 
clinical and autopsy material are valuable contri- 
butions to the literature —P.W.M. 


Career Investigator Appointed 


The American Heart Association recently became 
the first voluntary agency to undertake a program 
providing for continuing careers of scientific re- 
search investigators when it announced the appoint- 
ment of Dr. Victor Lorber of Cleveland, Ohio, as its 
initial career investigator. 

Dr. Lorber, associate professor of biochemistry at 
Western Reserve University, will receive a starting 
annual stipend of $12,000 to conduct research re- 
lating to disorders of the heart and blood vessels. 
It is the intention of the heart association to con- 
tinue this support throughout the productive life of 
the investigator. This new type of research support, 
which has long been advocated by leading scientists 
in this country, makes it possible for investigators 
to devote life-long careers to medical research. 

The career investigator is free to engage in re- 
search of his own choosing in any institute in the 
United States which offers adequate facilities. In 
addition to his stipend, a maximum of $7,500 per 
year is available to him for technical assistance and 
supplies. The institution in which he chooses to 
work will receive $1,000 annually for overhead. 

Dr. Lorber has been working on a study of the 
metabolism of the heart muscle utilizing isotope 
techniques, to gain new knowledge about the re- 
sponse of the heart muscle to disease and to thera- 
peutic agents. 

The program of the American Heart Association 
provides for the appointment of additional career 
investigators as funds are available. 


Vitamin Corporation Buys Chemical Company 

U. S. Vitamin Corporation, New York, has an- 
nounced the purchase of Arlington Chemical Com- 
pany, Yonkers, New York. The 72,000 square foot 
plant, with a large new building to be constructed, 
will be utilized to enlarge the services of both U. S. 
Vitamin and Arlington to the medical and pharma- 
ceutical professions. 


Medical Motion Pictures Available 
A revised catalogue of motion pictures available 
through the Committee on Medical Motion Pictures 
of the A.M.A. is now available. The catalogue lists 
62 films, most of which are at the professional level. 
Fourteen are suitable for showing to lay groups. 
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REAGENT CHEMICALS 


THERMOMETERS The lovical ° 
rolo 
Neurological Hospital, 2625 
HYDROMETERS West Paseo, Kansas City, Missouri, 
LATEX, RUBBER, TYGON, KOROSEAL, 


SOFT and PYREX GLASS TUBING a voluntary hospital providing the 
LABORATORY GLASSWARE and SUPPLIES 


KLINE TEST ANTIGEN (LaMotte) 
CARDIOLIPIN—LECITHIN 


KOROSEAL and AMERIPOL APRONS 
LABORATORY EQUIPMENT 


Southwest Scientific Corporation 


care and treatment of nervous and 


mental patients, and associate condi- 


122 S. St. Francis Wichita 2, Kansas 


TROWBRIDGE TRAINING SCHOOL 


Established 1917 


For unusual children. Medical and psychiatric supervision. Experienced teachers. Individual special 
training. Home atmosphere. Enrollment limited. Approved and registered by the Council of Medical 
Education and Hospitals of the A.M.A. Pamphlet. 


E. H. TROWBRIDGE, SR., M.D. 


1905 BRYANT BUILDING KANSAS CITY 6, MO. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


GOETZE NIEMER CO. 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 
orders, 


COMPLETE SURGICAL FITTING SERVICE 
for men or women 


light and heavy weight Elastic Hosiery. 
Expertly fitted in our Private Fitting Rooms. 


135 N. Main C 0 0 P : R D R U G C 0 a i 


Wichita, Kansas 
50 Years of Service filled. 


OVER 31 YEARS OF EXPERIENCE 


COLLECTING DORMANT ACCOUNTS FOR HOSPITALS AND PHYSICIANS 


ALL FUNDS PAID DIRECT TO OUR CLIENT 


We prepare and keep all the records—furnish the supplies—do all detail work—pay part of routine postage. 
The plan is successful and altogether different from anyother. Efficient organization and field men, 


READING & SMITH SERVICE BUREAU 
1004 Commerce Trust Bldg. Kansas City, 6, Mo. 
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A BIG TIME-SAVER 
FOR EVERY DOCTOR 


This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 
It provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 
without obligation. 
Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 
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Sound infant formulas 
are measured in 


Generous Protein 


Appropriate Fat Content 
~<A, Adequate Carbohydrate 


LACTUM, Mead’s evaporated whole milk and Dextri-Maltose® 
formula, has these three dimensions—with a caloric distribution 
based on authoritative pediatric recommendations. 


1. The milk protein of Lactum, supplying 16% of its total calories, 
provides generously for growth and development. 


2. Milk fat contributes 34% of the calories. 

3. Carbohydrates (lactose and Dextri-Maltose) supply 50% of the 
calories—to provide liberally for energy, permit proper metabo- 
lism of fat, and spare protein for tissue-building functions. 

Cow’s milk and Dextri-Maltose formulas with these approximate 
proportions have a background of forty years of successful clin- 
ical use. 


wi orary , 


EVAPORATED 
E MILK and DEXTRI-MALTOSE 
FORMULA FOR INFANTS 
ade fom whole milk and 
ad. 


vitamin D. Homogenizee- 
fvaporated, canned and stented 


MEap JOHNSO 
ANSVILT 


th 
and Lactum has a 4 dimension 
... time-saving convenience 


Lactum feedings are prepared 
simply by adding water. 

A 1:1 dilution provides 

20 calories per fluid ounce, 


For Premature and 
Full Term Infants 
with Low Fat Tolerance 


DALACTUM, Mead’s 
evaporated low fat milk 
and Dextri-Maltose for- 
mula, offers the same 
convenience as Lactum. 


EVAPORATED 
FORMULA FOR INFANTS 


MEAD JOHNSON & CO. 
EVANSVI LLE 22, 1N D., 
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